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PREFACE  TO  THE  THIUl)  EDITION 

Ik  the  prewnt  editScm  tlie  wIum  book  Hm  been  leTMed,  mkI 
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fttul  XXVI.).  ii»<l  scvcml  new  illustratiojiH  nddi'd.  Tho 
general  scope  and  plan  of  the  work,  however,  remain 
unaltered. 
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QVSSN  Anne  Strket,  W. 
Janvwy,  1913. 


PREFACE  TO  THE  FIRST  EDITION 

Tra  lectures  in  this  book  were  delivered  in  the  form  of 
a  systematic  course  at  the  London  Hospital  two  ^  ears 
ago,  and  first  published  serially  in  the  Clinical  Jmtml.  I 
have  (Pothered  them  together  at  the  twffifi^*  ci  mai  /  of 
those  who  Ik^raed  to  them,  and  who  hvn  hi».x\  'und  enough 
to  express  a  wish  to  have  tb«m  in  m  mote  ooDTeniMtt  f<ani 
for  reference. 

The  aim  and  scope  of  the  book  are  suffiuieiitly  indicated 
is  ^  opening  paragraphs  of  tibe  fizst  feotme,  b«it  I  wmM 
onfy  wy  Juste  that  it  is  not  intended  in  any  sense  to  be 
an  exhaustive  treatise  on  the  diseases  of  childhood,  nor 
to  compete  with  the  many  admirable  text-books  of  that 
subject  already  in  existence.  My  object  has  simply  been 
to  describe  those  oonun<m  diseases  of  children  which  are 
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not  usuaUy  dealt  with  in  Bystematic  lectures  on  medicine, 
and  which  are  apt  to  receive  but  little  attention  in  ordinary 
ward  teaching.  The  subject  has  been  approached  from  a 
purely  clinical  standpoint,  and  with  but  little  reference  to 
problems  of  pathology ;  on  the  other  hand,  questions  of 
treatment  have  been  ctealt  with  in  some  detail.  The  fact 
that  the  lectures  were  deUvered  from  only  a  few  notes 
and  nave  been  merely  corre  ted  from  tLe  stenographer's 
report  n.ust  serve  as  an  excuse  for  the  rather  colloquial 
character  of  the  style  in  places,  and  for  not  infrequent 
repetitions. 

The  illustrations  are,  with  one  or  two  exceptions,  origmal, 
and  have  been  reproduced  from  photographs  of  my  own 
cases  by  lantern-shdes  of  which  the  lectures  were  illua- 
trfttcd' 

I  am  indebted  to  my  friend  Mr.  Robert  Tanner  for  the 
eaie  he  has  b^towed  on  the  revision  of  the  proof-sheets, 
and  must  express  also  my  great  obligation  to  Dr.  VA\nt 
Creasy,  editor  of  tlie  Chvical  Journal,  for  his  permission 
to  reproduce  the  lectures  in  book  form.  The  index  is  the 
work  of  Mr.  Hewitt,  of  the  Royal  CoUego  of  Surgeons. 

R.  H. 

JulU,  1904. 
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CHILDREN 


LECTURE  I 

THE  CLINICAL  EXAMINATION  OF  SICK  CHILDREN 

Gentlemen. — It  will  be  generalh-  r.dmitti'il.  I  think,  that 
the  study  of  diseases  of  children,  which  will  occupy  us  in 
these  lectures,  Is  one  which  is  apt  to  be  neglected  in  general 
hospitals.  One  reason  for  this  probably  is  that  adult 
patients  are  so  numerous,  and  their  claims  on  the  staff  are 
so  pre  sing,  that  there  is  very  little  time  left  for  special 
teachinu;  in  the  children's  wards.  And  also,  I  think,  it  has 
its  exi)liiuati(>n  in  this  further  fact,  that  the  teaching  of 
general  liospitals  is,  and  necessarily  must  be,  directed  spe- 
cially to  the  requirements  of  qualifying  examinatioi».  Now 
it  is — in  my  judgment,  at  least — unfortunate,  though  I  can 
hardly  expect  to  carry  yom*  sympathies  in  this  matter,  that 
there  is  no  demand  made  at  the  ordinary  qualifying  ex- 
aminations for  a  special  know  ledge  of  the  diseases  of  children, 
the  consequence  of  whicli  is  that  many  men  w'ltn  they 
qualify  know  almost  nothing  of  many  of  the  conn,  ■>nest 
ailments  of  infant  life.   On  gning  nn».  infai  pw»/.»k.A  vr.t«  ^ 

are  not  much  better  ijifnynwii  iny|[^itny  t^nsps  thnu  the  mntlier  ^ 
or  the  nurse  as  to  the  d^^asea  whinh  vnn  have  ant,  in  dfta.1 

with.  And  yet  you  will  find  that  in  any  large  general 
{Hractice  children  make  up  a  great  part,  perhaps  the  greater 
part,  of  your  patiente,  and  the  seriousness  of  their  diseases 
will  be  brought  home  to  you  by  a  study  of  the  death-rate, 
for  whereas  the  adult  nHJPtality  has  gone  down  in  the  last 
fifty  v'-'ars  by  about  4  per  1,000.  t]w  infantile  mortality  is 
as  high  as  ever  it  was  ;  and,  indeed,  of  every  hundred 
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fchiklren  boni  fifteen  never  see  their  first  birthday.  Now, 
gentlemen  that  is  not  creditable  to  our  profession,  and 
although  I  admit  that  much  of  it  is  due  to  social  and 
economic  causes  for  wliich  you  and  1  are  not  in  any  way 
directly  responsible,  yet  1  cannoi  doubt  that,  if  all  practi- 
tionras  had  the  opportunity  as  students  of  becoming  familiar 
with  the  treatment  of  the  common  diseases  of  infancy,  the 
result  would  be  seen  in  an  appreciable  diminution  of  our 
infant  mortality. 

I  should  be  sorry,  however,  if  you  were  to  embark  upon 
this  course  of  study  merely  from  such  utilitarian  motives 
as  those  I  have  put  forward,  because  I  can  promise  you 
that  on  scientific  grounds  alone,  alike  pathological  and 
therapeutic,  there  is  no  sul)je(  t  which  will  better  repay 
your  attention  than  the  study  of  the  diseases  of  children. 
You  will  find  that  pathological  processes  in  children  tenrl 
if  I  may  use  the  term,  to  be  pure  bred  :  they  are  not  hybrids 
produced  by  a  blending  of  different  morbid  factors.  Disease 
in  children  also  runs  a  less  complicated  course  than  it  does 
in  the  adult,  and  tends  to  exhibit  pathological  processes 
in  their  simplest  forms. 

As  regards  therapeutics,  you  will  find  treatment  in 
children  eminently  satisfactory.  I  am  bound  to  confess 
that  when  you  study  the  results  of  the  treatment  of  disease 
in  adults  in  large  hospitals  such  as  this,  you  are  tempted 
to  form  a  rather  low  (jpinion  of  the  potentialities  of  medical 
therapeutics.  Frequent  failure  is  inevitable  ;  it  depends 
largely  on  the  circumstatices  in  uhii  h  our  patients  in  this 
part  of  London  are  ^ilaced.  Hut  with  children  it  is  not  so  ; 
the\'  respond  to  treatment  in  a  most  smprising  and  gratify- 
ing fashion.  One  reason  is,  no  d^^ubt,  that  you  can  so  easily 
modify  yoiur  patient's  surroundings.  A  chiUl  has  not  got 
to  work  ;  you  can  take  him  awav-  from  school  f(jr  an  in- 
definite immber  of  weeks,  and  no  one  will  object  except 
the  schoolmaster  or  the  attendance  officer.  Moreover,  in 
the  case  of  children  you  are  fighting  with  Nature  instead 
of  against  her.  In  the  case  of  most  of  our  adult  patients 
they  are  going  down  the  hill,  or  are  about  to  go  down  it ; 
but  children  are  going  up  the  hill,  and  they  have  great 
reparative  power  to  fall  back  upon,  and  hence  it  is  that  the 
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treatment  of  their  diseases  is  so  encouraging.  All  the  more 
reason,  therefore,  that  you  should  kiMJW  how  to  treat  these 

diseaseH,  for  you  will  often  find  when  you  go  into  practice 
that  the  life  of  the  child  is  literally  in  your  hands,  and  that 
i  mistake  at  a  critical  moment  may  be  really  a  matter  of 
lie  and  death. 

Now.  it  has  iilways  been  tht  boast  of  this  hospital  that 
whatever  it  may  do  or  leave  undone,  at  all  events  it  offers 
students  uiirivalled  opportunity  of  fitting  thenwehres  for 
practice  But  although  this  is  true,  and  although  we  treat 
here  a  nnu  h  larger  number  of  sick  children  than  any  other 
general  hospital,  there  has  not  hitherto  been  given  here, 
any  more  than  at  any  of  the  other  Metaropolitan  Schools, 
systematic  instruction  in  the  special  diseases  of  childhood. 
That  gap  in  your  training  I  should  consider  it  a  privilege 
to  be  able  to  till,  and  I  have  therefore  invited  you  to  meet 
me  h^e,  by  the  consent  and  with  the  encouragement  of 
my  colleagues,  in  order  that  we  may  consider  together, 
briefly  and  practically,  the  nature  and  treatment  of  those 
diseases  which  are  peculiar  to  early  life. 

I  may  now  turn,  gentlemen,  to  the  subject  of  the  first 
lecture  of  this  course— the  methods  ol  examining  children 
clinically.  I  must  ask  you  to  bear  with  me  if  you  find  this 
not  exta«mely  interesting,  but  it  is  an  unavoidable  pre- 
liminary .  for  the  methods  of  examining  and  handling  a  sick 
child  do  not  come  to  you  by  intuition.  It  was  pointed  out 
by  Dr.  Charles  West,  who  was  one  of  the  pioneers  in  this 
subject,  that  the  man  who  st-trts  for  the  first  time  to  study 
t  he  diseases  of  children  is  lik(  a  traveller  in  a  foreign  country  ; 
he  hears  a  strange  language  spoken  which  he  does  not 
understand.  At  all  events,  if  the  language  is  not  absolutely 
strai^e,  it  is  spoken  with  a  foreign  accent,  for  the  physical 
signs  of  disease  are  often  different  in  children  to  what  they 
are  in  grown-up  people,  and  so  you  have  to  devote  special 
attention  to  their  interpretation. 

Begin  with  the  history.  The  child,  of  course,  will  be 
unable  to  tell  you  anything,  or  but  very  little,  and  you  have 
to  fall  back  upon  the  infcMntnation  supplied  by  the  mother 
or  the  niu*se  for  a  history  of  the  illness.  These  are  apt  to 
be  loquacious  persons,  but  it  is  always  worth  while  to  listen 
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imticiitly  to  all  they  have  to  say.  for  there  is  iiohtxly  in 
bUch  a  favoui-able  position  to  observe  small  changes  in 
health  of  the  child  b»  thcwe  who  are  constantly  attending 
to  him.  Listen  attentively,  then,  to  what  the  mother  or 
the  inirse  has  to  say  as  to  the  mode  of  onset  of  tiie  ilhiess, 
ami  the  symptoms  which  the  child  exhibits. 

With  what  are  called  'subjective  symptoms  '  in  children 
you  are  not  in  any  way  troubled,  because  there  are  none. 
Pediatrics  is  like  veterinar\  work  in  this,  that  the  patient 
ig  unable  to  give  you  an  account  of  hie  sufferings,  and  yon 
are  thrown  back  entirely  on  your  own  observation,  which. 
f)f  course,  makes  the  necessity  for  careful  examination  all 
e  greater.    With  regard  to  the  history,  I  would  say  that 
nutrition  and  heredity  play  such  a  large  part  in  the  diseases 
of  children  that  you  must  always  make  a  special  investiga- 
tion into  these  points.    You  must  ask.  as  regards  the 
f  vmily  history,  what  other  children  there  have  been,  how 
many  of  those  are  living,  and  how  many,  if  any.  are  dead, 
and  the  ages  at  which  the\  died  ;  you  must  inquire  also 
about  the  health  of  the  mother  during  pregnancy,  whether 
the  child  was  carried  to  term  or  not.  and  as  to  the  nature  of 
the  labour  by  which  the  child  was  ushered  into  the  world. 
All  these  points  have  a  direct  bearing  on  the  conclusions 
which  you  will  draw  as  to  the  kind  of  heredity  with  which 
your  patient  is  burdened.   You  will  further  inquire  with 
regard  to  nutrition,  noting  the  exact  mode  in  which  the 
chikl  has  been  fed.  as  well  as  the  particular  food  or  foods 
which  are  being  given  now. 

Answers  to  these  questions  will  clear  the  ground,  and  will 
prepare  you  for  proceeding  to  your  physical  examination. 
1  need  hardly  emphasize  here  the  importance  of  gentleness 
and  tact.  These  things  cannot  be  taught— they  come 
naturally  to  some  peopk — but  everybody  can  acquire  some 
degree  of  them  by  care  and  with  opportunities  for  practice. 
Children  are  difficult  to  handle  :  they  are  easily  frightened, 
and  they  distrust  the  presence  of  a  stranger,  and  these 
things  add  to  tlic  difficulties  which  you  will  encounter  The 
methods  which  \  c>u  adopt  in  your  examination  of  children 
Me  the  usual  methods  of  inspection,  palpation,  percussion, 
and  auscultation.   These  have  xaxt  the  same  relative  values, 
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liowcvfr.  as  in  tlic  nisc  of  iulults.  IiihiH'ctioii  ib  iiuineasur- 
rtblv  thi'  most  important  metluxl  in  a  child.  The  i»xt  in 
importance  in  palpation,  next  aufiottltatioB  ;  percussion  we 
will  loave  till  last 

You  have  already,  of  course,  gleaneil  much  iuformution 
Ijy  casual  observation  whilst  yon  have  been  talking  to  the 
mother  and  getting  the  history.  During  that  time  tlic 
cliild  lias  iKH'onio  accustomed  to  your  presence.  You  will 
have  noticed  whether  he  looks  seriously  ill,  whether  he 
is  interested  in  his  toys  or  snrroundings,  and  whether  he 
presents  any  obvious  signs  <tf  disease.  Having  done  that, 
you  have  to  jmw  ed  to  more  exact  inspection.  For  that 
purpose  it  is  i  mportant  to  have  the  child  completely  stripped. 
It  is  weU  that  this  should  be  done  before  yoti  come  into 
the  room  :  it  is  bafl  to  get  a  baby  to  associate  you  in  its 
mind  with  the  taking  off  of  its  cU)thes.  The  next  piece  of 
advice  1  would  give  you  is  never  to  look  a  baby  in  the  face. 
That,  of  course,  does  not  apply  to  grown-up  persons  :  we 
feel  inclined  to  distrust  a  man  who  does  not  look  us  in  the 
face,  but  the  baby  distrusts  the  man  who  does.  There  is 
no  surer  way  of  making  a  baby  cry.  and  therefore  of  making 
it  far  more  difficult  to  examine,  than  by  staring  it  in  the 
face.  _  ^ 

You  should  begin  your  inspection  by  noting  the  child's 
expreMiOB.  Much  lias  been  written  about  the  facies  of 
disease,  and  you  will  find  mysterious  lines  described  as 
coming  out  on  the  child's  face  when  it  is  ill.  I  do  not  think 
any  good  purpose  would  be  served  if  I  attempted  to  describe 
them  to  you.  That  is  a  matter  which  you  must  pick  up 
as  you  have  opportunity  here,  where  you  will  be  able  to 
see  the  facies  of  all  sorts  of  diseases  in  infants,  and  you  will 
get  familiar  by-and-by  with  the  facies  of  abdominal  disease, 
with  the  facies  of  acute  respiratory  disease,  of  cerebral 
disease,  and  so  on.  The  importance  of  this  subject,  how- 
ever, justifies  all  that  has  been  written  about  it,  because 
the  face  of  the  child  is  a  mirror  in  a  way  in  which  that  of 
a  grown-up  person  is  not.  It  is  a  clean  sheet  upon  which 
disease  can  write  ;  it  is  not  furrowed  over  with  the  lines  of 
care  and  anxiety,  nor  does  it  show  those  changes  so  often 
to  be  seen  in  adults  as  a  result  of  debauchery  and  bad  Ivm^. 
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Morcnvrr,  the  sifjiis  of  disease  in  ii  cliiltl  nr©  not  maskeil  by 
the  emotiouH  iior  Hupprt-Hsed  by  tbe  will. 

Now.  having  noted  th«»  thii^^,  yoa  cMt  your  eye  down 
over  the  cliihl.  niid  you  will  obBWrw  cwftain  peculiarities  ot 
conflKuration  wliidi  are  normal,  but  Mhich  the  child's 
mother  may  thiiik  are  abnormal.  One  of  these  is  that  the 
child  has  a  relatively  large  abtlomen.  You  will  not  b©  long 
in  praetire  before  baT)ies  are  broiifilit  to  yon  l)y  anxious 
mothers  with  the  complaint  that  '  the  Htomach  is  getting 
large .'  I  do  not  say  that  these  mothem  are  not  occasionally 
right,  and  that  the  abdomen  is  not  i)allioloKieally  enlarged 
sometimes,  but  it  is  well  to  note  that  a  ehiUrn  abdomen  is 
naturally  prominent,  the  main  reason  for  which  is  that  the 
K ver  is  relatively  bigger  and  ooonpies  a  considwaWe  space  in 
the  abdomen. 

Another  peculiarity  is  that  the  chest  is  very  round,  and 
it  is  only  after  some  time  that  it  acqniren  the  oval  shape 
which  is  seen  in  a  well-formed  adidt.  There  are  certain 
conseqiuMices  of  this  round-sliaj)ed  chest  in  children  which 
I  shall  have  tt)  point  out  to  you  when  we  com©  to  study 
respiratory  disewe.  Another  point  to  not©  is  the  relatively 
large  head  of  the  child  compared  with  the  trunk.  Here, 
again,  anxious  mothers  come  to  you  complaining  that  the 
child's  head  is  getting  large,  and  possibly  the  neighbonrs 
have  been  trying  to  make  her  believe  that  the  baby 
has  fiot  'water  on  the  brain.'  Kemer  t  in  such  an 
event  that  a  chilli  is  about  tluve  years  of  age  before 
the  head  and  chest  have  the  same  relative  size  as  in  the 
adult.  Of  course,  this  is  easily  understood  when  you 
remembfr  that  during  those  years  tlie  child's  brain  is 
growing  r;.i<idly. 

Other  points  to  notice  are  the  character  of  the  respiratory 
movements  -whether  they  are  rapid,  regular,  easy,  or 
laboured.  You  will  also  notice  whether  there  is  any  heail 
retraction.  You  will  observe  the  position  of  the  limbs— 
whether  they  are  held  in  an  easy  and  natural  posture,  or 
kept  rigid,  as  thev  are  apt  to  be  when  the  seat  of  painful 
disease,  such  as  scurvy.  Look  also  for  the  signs  of  rickets, 
which  you  will  quickly  learn  to  recognise  when  we  come  to 
speak  of  that  disease.   You  will,  at  the  same  time,  notice 
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till-  pri'si'iice  or  iilwoiuf  of  roHheH.  which  are  so  importMit 
a  diagnontto  nign  in  the  dineftBes  of  infancy. 

Having  run  your  eye  ••iipitlly  over  tl  ■  chiM  in  this  way, 
you  cfuiK-  to  the  next  metlioil  of  examinution — luvnifly. 
palpation.   The  julvice  used  to  be  given  by  an  old  teacher 
of  mine  thut  you  Hhould  uhvays  '  paw  your  hahies.'  That 
was  very  sound  advice,    liut  I  would  remind  you  of  the 
imp«)rtaiKe  of  a  warm  Imnd  in  doing  ho.    Though  it  i«  now 
far  back  in  point  of  time.  I  remember  Htill  having  been 
handled  l)y  a  doctor  with  vi-ry  cold  hands,  and  I  never 
f«»r<;ot  it  or  forgave  him.    I  recommend  you  to  begin  palpa- 
tion with  the  head.    You  do  not  often  palpate  the  head  of 
a  grown-up  patient,  but  in  the  cane  of  a  child  it  is  very 
important  to  do  so.    First  of  all  >io  over  the  anterior  fon- 
tanellc  ;  notice  whether  it  i.s  clo.sed  or  open,  bulging  or 
(leprcRsefl.   The  fontanelle  tells  you  m  much  in  a  baby  a» 
the  pulse  doeii  in  older  patients,  a  depressed  fontanelle 
liaviiii;  the  same  significance  as  a  feeble  pulse.  Notice 
whether  there  is  any  sign  of  softening  of  the  bone,  such  as 
one  finds  in  craniotabes,  which  is  a  frequent  sign  of  rickets, 
or  syphilis.    Observe  :       whether  there  is  any  bossiiig  of 
the  heatl.  and  whether  there  are  any  nodes  or  lumps  upon 
the  bones. 

Havil^  studied  the  head,  you  can  proceed  to  the  trunk, 
^Msing  your  hand  over  the  skin  and  noticing  whether  it 
is  hot  or  cold,  dry  or  moist,  for  the  latter  is  information 
which  no  thermometer  can  ever  give  you.  You  will  also 
notice  whether  there  is  heading  of  the  ribs,  which  is  an 
important  and  early  sign  of  rickets  ;  then  feel  for  the  edge 
of  the  liver.  You  can  generally  make  it  out  quite  well  a 
little  below  the  costal  margin.  The  spleen,  of  course,  you 
(night  not  to  be  able  to  feel  in  health.  Lastly,  I  think  you 
shoukl  run  your  hamls  over  the  limbs  and  notice  whether 
there  is  any  tenderness  of  the  legs.  Many  cases  of  obscure 
disease  in  children  arc  to  be  explained  by  inflammatory 
affections  of  the  bones,  which  can  only  be  determined  by 
careful  palpation. 

We  paKi  next  to  auscultation.  One  should  perform  thiK 
before  percussion  in  cliildren  reversing  the  rule  which 
obtains  in  the  case  of  older  patients.    Percussion  is  apt  to 
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filial  I  ten  cliitdr*-!)  ntid  ^<|  nmilil  iiiuk*-  iiiisciiltution  ilinicult 
if  tluit  .M'lf  K'ft  to  kill-  lust.  Ill  iiuseiiltatinK  tlu-  v\\vHi  it 
»  bent  to  have  th©  chlM  nittinK  up  ;  h©  hHouW  not  be  lying 
on  hiH  fm-t'.  for  tin-  ( liiM  is  liki  ly  t-t  liuvt-  unpleasant  nssociii- 
tions  with  thut  i)o>*itii>n.  and  ail«o  lH'taii«i-  the  preshuii'  on 
th©  alKloinen.  if  th©  ohilcl  ih  on  hw  face,  punhes  np  the 
abdominal  oi^anH  and  intt  i  tVn  N  witli  tli©  expannion  of  th© 
lungH.  So  cxiuniiic  the  cliild  wlifii  >ittiim  tip  mid  Icaiiiim 
againnt  tlie  mothi'iV  or  tlu'  nursfV  shouUiiT.  It  i.s  coni- 
mnnly  recommended  that  you  should  listen  to  the  ©hests 
of  childnMi  without  a  stctlios(  <>pc,  l.y  jjuffiny  yonr  «':ir  to 
the  buck.  (Vituinly  by  that  means  y»iu  frigiiten  tiie  ehild 
le^<»  than  by  any  other  method,  but  it  if*  op©n  to  objection 
in  patientM  who  are  not  very  eleaii.  If  \ou  use  a  stetho- 
scope it  must  be  a  biiiaur;il.  Vou  liavc  to  follow  the  move- 
ments of  the  child  as  he  wriggles  ab«»ut,  and  you  <  annot 
do  that  with  a  single  stethoscope.  Further,  do  not  have  a 
stethoscope  with  a  metal  end-piece  ;  use  vulciinife.  or 
something  which  is  warm  when  put  upon  the  skin.  It  is 
an  advantage  to  have  a  short  chest-pieee,  ho  that  yon  can 
get  in  between  the  mother  and  the  child,  and  get  round 
OomerH  without  interfering;  Mith  the  child's  position.  It  is 
also  of  help  to  have  a  rever>ible  ehest-pieee  with  a  juurow 
end  to  go  into  the  small  spaces  between  th©  ril».  You  may 
think  that  the  >  ryinu  of  the  i  hild  is  a  great  bar  to  auseulfa- 
tioti.  and  >  ill  lind  it  so  as  a  beginner  ;  but  by-and-by 
w  hen  you  gei  aetice  you  will  rather  prefer  that  the  child 
should  ery  a  little,  because  crying  insures  full  expansion  of 
the  hums,  and  is  the  equivalent  in  the  adult  to  the  taking 
of  a  deep  breath. 

You  will  be  struck  at  first  by  the  length  of  time  that  a 
child  can  hold  his  breath,  and  you  may  have  to  wait  for 
tpiiU-  a  lonj.;  iiiiic  for  aitoilur  inspiration.  This  is  not  a 
sign  of  disease  ;  it  is  merely  due  t<»  the  enormous  relative 
vital  capacity  of  the  infant  chest.  There  is  another  peculi- 
arity of  n>spiration  met  with  in  cliildn  n  who  are  the  subjects 
of  serious  respirat(jry  disease  which  is  likely  to  confuse 
you  at  first,  and  which  is  best  described  as  an  inversion  of 
the  n'Kflratory  rhjthm.  You  and  I.  when  we  breath',  first 
fill  the  chest,  then  empty  it,  and  then  stop  for  a  moment ; 
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tlijit  is  to  say.  the  oidinaiy  rliytlim  is  inspiration,  expira- 
tion, pause.  But  you  will  often  notice  in  children  in  whom 
respiration  is  embarrassed  that  a  shwt  grunting  expiration 
is  made,  followed  by  a  full  insi)iration.  and  that  by  a  pause. 
Ill  other  words,  the  ordinary  rhythm  has  liecome  inverted. 
\V'hat  the  advantage  of  this  mode  of  breathing  is  it  would 
be  hard  to  say.  It  has  been  suggested  that  the  result  of 
such  breathiiiti  must  be  to  fucilitate  free  oxidation  of  the 
blood,  for  the  pause  after  inspiration  means  that  the  lungs 
are  Itept  full  of  pure  air  for  a  much  longer  period  than  by 
the  normal  method  ;  but  it  must  be  confessed  that  this 
explanation  is  not  very  convincing.  Such  a  reversal  of  the 
usual  mode  may  be  pcjssible  to  the  child  by  reason  of  the 
greater  plasticity  of  his  respiratory  apparatus,  and  by  the 
fact  that  the  inccliauism  of  respiration  is  not  so  stereotyped 
as  it  becomes  in  the  adult.  At  all  events,  whatever  the 
explanation  may  be,  you  will  find  the  occurrence  of  this 
inversion  of  respiration  of  considerable  dii^nostic  value 
in  many  cases. 

I'here  are  other  points  in  connection  with  auscultation 
of  the  lungs  in  children  which  have  to  be  noticed,  and  one 
of  these  is  the  harsliness  of  tlie  respiratory  sound.  This  is 
the  so-called  puerile  breathing,  and  it  is  so  marked  and 
constant  that,  if  you  hear  loud  breathing  on  one  side  of  the 
chest  and  faint  on  the  other,  the  loud  is  probably  the  normal. 
Towards  the  right  apex,  and  between  the  scapulae  behind, 
the  respiration  in  the  young  child  i..  normally  not  only  harsh, 
but  almost  bronchial,  a  point  which  it  is  well  to  remembn- 
if  one  is  to  avoid  errors  of  diagnosis. 

Another  noticeable  thing  is  the  extreme  ease  with  which 
sounds  are  conducted  in  a  child's  chest,  so  that  if  you  hear 
a  faint  accompaniment  on  one  side  it  is  possible  that  it  is 
really  being  produced  on  the  other.  Tn  the  chests  of 
children,  too,  you  meet  with  pathological  conditions  which 
you  do  not  encounter  in  grown-un  persons  ;  for  example, 
collapse  of  the  lung.  It  is  one  of  the  first  things  to  think 
of  in  considering  the  abnormal  sounds  in  a  child's  chest, 
wherea.s  it  is  one  of  the  last  things  to  consider  in  the  case  of 
an  adult. 

Passing  to  tfae  ^  Imft,  I  would  nwedvd 
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you  lliat  the  blood-pri'ssurc  in  the  child  is  low.  Tn  ;i  young 
infant  tlic  '•apacity  of  the  heart  is  to  the  cross  diameter  of 
the  arteries  as  25  is  to  20.  At  the  age  of  puberty  the  pro- 
portion is  as  290  is  to  61.  This  nieaius  that  there  is  a 
relatively  large  channel  for  the  blood  to  pass  into  in  the 
child,  and  that  there  is  no  great  obstacU;  opposed  to  the 
heart ;  hence  the  low  blood-pressure.  In  consequence  of 
this  the  first  sound  is  louder  than  the  second  in  all  the  areas, 
for  owing  to  the  low  blood-pressure  the  second  aortio  sound 
is  comparatively  feeble. 

There  is  also  a  difference  in  the  child  betweeii  the  relative 
loudness  of  tlic  pulmonary  and  aortic  second  sounds  at  the 
base.  In  the  adult  the  aortic  second  sound  is  accounted 
louder  than  th:  pulmonary.  In  the  infant  that  is  not  the 
case.  Below  the  ag(>  of  four — and  this  is  based  upon  the 
investigation  of  l.tKX)  cases*  -the  pidmonary  second  sound 
is  decideilly  louder  than  the  aortic.  From  twenty  to  forty, 
careful  observation  shows  that  tlie  sounds  are  about  equal. 
Above  forty  the  aortic  second  stnind  becomes  progressively 
louder  than  the  pulmonary.  Tt.is  means  that  if  you  are 
listening  to  the  heart  in  a  young  i  iiild  .\  ou  are  to  regard  as 
accentuation  of  the  aortic  second  sound  anything  which  is 
equal  to  the  pulmonary. 

You  will  also  note  that  the  rhythm  of  the  heart  in  little 
children  is  trften  irregubr,  and  you  must  not  attach  any 
importance  to  that,  particularly  if  the  cl;i!d  is  asleep.  Xote 
also  the  comparative  frequency  of  congenital  bruits.  If 
you  hear  a  loutl  murmur  below  the  age  of  two  it  is  almost 
certainly  congenital,  because  endocarditis  hardly  ever  occurs 
at  tiiat  age.  Hiemic  murmurs,  however,  mav  occur 
below  two  years.  This  has  been  tlenied  by  ^ome  writers, 
but  there  can  be  no  doubt  of  the  fact,  and  such  mtirmiirs 
may  be  .nistaken  for  the  results  of  organic  disease. 

The  study  of  the  pulse  is  of  little  importance  in  ll'e  cas-.e 

of  young  infants.    If  you  want  to  count  the  rate  of  the 

heart  you  do  it  by  listening  with  the  stethoscope,  and  if 

you  want  to  learn  anything  about  the  tension  of  the  blood 

vou  (jo  it  1>\'  ol)siM  \  inj'  the  foiitanelle. 

*  .Sec  11  puiM'i  l>v  Miss  8arah  Croighton,  M.D.,  in  the  Medical 
Keeord,  N.Y.,  Htouj  Ivii.,  p.  45. 
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Lastly,  we  come  to  percussion,  and  here  let  me  say  at 
once  that  it  is  not  necessary  to  use  a  heavy  stroke.   Do  not 
percuss  the  chests  of  little  children  forcibly.   You  learn 
more  by  light  percussion,  and  you  do  not  give  the  child 
the  impressior.  that  you  are  punishing  him.    It  is  often  an 
advantage  to  use  three  iBngers,  for  by  that  means  you  throw 
a  broad  area  into  vibration.   I  ask  you  to  remember  also 
that  you  may  get  certain  sounds  normally  in  infants  which 
are  abnormal  in  adults,  such,  for  example,  as  the  cracked- 
pot  sound.   You  can  <rften  hear  a  distinct  cracked-pot 
sound  on  percussing  the  apices  of  a  cryinti  child  as  the  air 
is  driven  out  from  the  apex  of  the  lung  through  the  mouth. 
Thiit  is  due  to  the  great  elasticity  of  the  chest-wall  of  the 
child,  which  yields  before  the  percussing  finger     Be  careful 
also  w  hen  you  ;ire  percussing  the  chest  of  a  c  hild  to  percuss 
during  the  same  phase  of  respiration  when  you  are  com- 
paring the  two  sides  of  the  chest.   You  will  find  that  this 
makes  far  more  difference  in  the  case  of  children  than  it 
does  in  grown-up  people,  and  I  have  known  forgetfulness 
of  this  fact  lead  to  the  behef  that  there  was  dulness,  whereas 
one  was  only  percussing  one  lung  during  impiration  and 
the  other  during  expiration.    Sometimes  you  will  detect 
dulness  over  the  manubrium  of  the  sterjium  in  a  child  ;  and 
you  must  remember  in  such  a  case  the  possibility  of  an 
hypertropliied  thymus  or  enlarged  bronchial  glands. 

The  investigation  of  the  functions  of  the  nervous  system 
in  little  children  is  not  an  easy  matter.  Motor  jmralysL 
you  must  detect  by  observing  whether  or  not  the  limb  or 
group  of  muscles  which  \on  believe  to  be  atlected  is  made 
use  of  voluntarily.  You  cannot  estimate  the  exact  degree 
of  paralysis  b.\-  opposing  passive  resistance  to  movements 
as  you  (io  in  the  case  of  the  adult.  Remember,  however, 
that  a  child  may  not  make  use  of  a  limb  from  causes  other 
than  paralysis,  such,  for  example,  as  pai:?.  To  this  pseudo- 
p&raltfn»,  as  it  is  called.  I  shall  have  occ^ion  to  refer  in 
another  lecture. 

The  sensory  junctions  you  must  investigate  as  best  you 
can  on  the  same  lines  as  those  on  which  one  proceeds  in 
the  case  of  adults,  but  fortnimtely  sensory  paralysis  is  not 
common  in  little  children. 
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Ti.c  k)i((-}('rkK  all'  licst  tcstrd  in  infants  I)v  ])Iaciii^'  tiie 
sole  of  the  foot  on  the  pahu  of  your  hiiud  as  on  a  stirrup, 
whilst  with  the  other  hand  you  tap  over  the  patellar  tendon. 
The  superficial  rrflcxex  are  norinully  rather  brisk  in  ehild- 
hood.  and  remember  that  it  is  normal  for  the  sole  of  the 
foot  to  give  an  extensor  response  up  till  about  the  time 
when  the  child  begins  to  walk.  In  other  words,  a  Babinski 
reflex  is  normal  throu<;liout  infiuu  y. 

Kernig'l  sign  is  one  wiiieh  is  often  referred  to  in  descrip- 
tions of  nervou«<  disease  in  childhood.  It  is  best  elicited  by 
placing  tiu'  child  on  his  back  and  keeping  one  leg  fully 
extended  whilst  tlie  other  thi<;h  is  flexed  to  a  right  angle. 
If  the  knee  on  this  side  cannot  now  be  extended  beyond 
one  and  a  half  right  angles  (135°)  the  sign  may  be  regarded 
as  present .  I  should  advise  you  however,  to  be  very  careful 
about  making  iixfercnces  from  the  presence  or  absence  of 
this  sign.    Personally.  I  attach  very  little  importance  to  it. 

In  examining  the  fundus  of  the  eye  in  yoimg  children  it 
is  best  to  use  the  direct  method,  kneeling  at  one  side  of  the 
cot  with  a  lamp  on  the  pillow  at  the  opposite  side  of  the 
head.  No  part  of  your  investigation  requires  greater  skill 
or  patience  than  this,  and  you  must  often  be  content  with 
a  very  Heeling  glimpse  of  the  optic  disc. 

The  ear  you  will  examine  in  the  ordinary  way,  but  it  is 
well  to  remember  the  shortness  of  the  auditory  meatus  in 
infancy  aiid  the  great  obliquity  of  the  drum  membrane. 

Having  carried  out  these  methods  of  investigation,  you 
will  look  lastly  at  e  tongue  and  throi^.  The  importance 
of  examination  of  the  throat  of  the  child  I  cannot  exaggerate, 
because  so  many  diseases  of  children  are  as.^ociated  with 
abnormal  conditions  of  the  fauces.  Here  you  may  have  to 
use  some  force  in  order  to  open  the  child's  mouth.  There 
are  many  ways  of  coaxing  a  child  to  open  his  mouth,  but 
you  may  not  have  any  time  to  waste  over  him,  and  may 
have  to  proceed  to  more  energetic  measures.  One  of  the 
best  ways  is  to  push  the  lower  lip  over  the  lower  incisor 
teeth,  and  then  to  press  downwards  :  in  order  to  take  the 
lip  away  from  the  teeth  the  child  will  open  his  mouth. 
Sometimes  you  may  require  to  hold  the  nose  till  a  gasping 
breath  is  taken.  You  examine  the  throat  in  the  usual  way, 
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taking  care  that  you  get  plenty  of  light,  and  in  many  cases 
you  may  also  require  to  proceed  to  palpation  of  the  throat ; 
but  that  1  shall  describe  when  speaking  of  the  l»rt  played 
by  adenoids  in  the  diseases  of  chihlren. 

Finally,  gentlemen,  you  must  not  expect  to  be  very 
systematic  in  examining  children.  I  have  spoken  as  if  you 
proceed  systematically,  but  when  you  come  to  investigate 
a  case  you  have  to  seize  the  opportunity  of  examining  an 
organ  when  it  presents  itself.  When  the  child  is  on  his 
back,  you  must  examine  the  heart,  the  anterior  aspects  of 
tlic  lungs,  and  the  abdomen,  and  Avhcn  he  is  sitting  up  you 
have  to  examine  the  back  of  the  lungs  and  the  spine.  You 
have  to  run  over  everything  quickly  as  oppOTtunity  offws. 

There  are  still  one  or  two  special  points  to  be  mentioned. 
The  first  is  the  weight  and  height  of  the  child.  I  cannot 
impress  upon  you  too  strongly  the  importance  of  weighing 
babies.  In  the  children's  hospital  I  have  every  baby 
weighed  before  T  see  it  at  all.  The  weight  is  often  the  ordy 
criterion  as  to  whether  the  infant  is  improving  or  going  back 
in  health.  I  do  not  mind  what  weighing  apparatus  you 
use,  but  you  must  weigh  all  your  children  so  far  as  you  can. 
I  have  put  into  your  hands  a  table  showing  what  weight  a 
child  should  be  at  different  ages,  and  I  have  here  a  chart 
showing  the  curve  of  weight  for  the  first  year  (Dia.  1). 
There  are  certain  turning-points  of  weight  to  which  I  would 
direct  your  special  attention,  and  which  I  hope  you  will  be 
able  to  remember.  At  birth  the  average  weight  is  7  pounds. 
At  four  months  old  the  weight  is  14  pounds,  at  twelve 
months  21  pounds,  at  six  years  42  pounds,  at  fourteen 
years  84  pounds.  These  weights,  being  multiples,  can  be 
eaf<ily  kept  in  mind. 

Another  important  point  is  the  circumlerence  ol  the 
head.  You  should  remember  that  the  normal  is  13  inches 
at  birth  ;  at  the  ninth  month  it  is  17  inches  ;  at  one  year  it 
is  1 S  inches  ;  at  five  years  it  has  only  grown  another  2  inches . 
This  will  show  you  the  enormous  rate  at  which  the  child's 
head  grows  during  the  first  year  of  life — growth  which  is 
due  to  the  rapid  enlargement  of  the  l^in. 

In  conclusion,  there  are  certain  milestones,  as  I  may  call 
them,  in  the  devek>j.n»nt     the  child  to  which  I  should 
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like  ti)  (Iraw  y.mr  attention  b^i-auso  they  are  points  with 
which  mothers  and  nurses  are  familiar,  and  which  you  will 
look  foolish  about  if  you  do  not  know  them.  The  first  is 
the  time  or  a^e  nt  which  the  "hild  cKt,s  it.s  i-  <  th.  This  begins 
at  the  sixtli  month.  Of  course,  you  will  look  absurd  if 
you  ask  whether  a  three-months  old  baby  has  got  any 
teeth.  All  the  temporary  teeth  are  ])resent  at  the  age  of 
three  years.  The  permanent  teeth  bej^in  to  come  at  the 
age  of  six  years  instead  of  six  nuuiths.  antl  by  the  age  of 
twelve  all  except  the  wisdom  teeth  are  present.  The  second 
milestone  is  the  domre  of  the  anterior  fontandle,  which  occurs 


Lbs. 
20 
19 
18 
17 
16 
15 
14 
13 
12 
II 
10 
9 

e 

7 
6 
5 


MONTHS 
I 


10     II  12 


 T~ 

 , 

1  I- 

— H 

— 1 — t 

1 

Diagram  1.   AVuKiiir  (  i  kvk  of  First  Yi;ar.    (Aftkr  Hoi.t.) 


between  the  eighteenth  and  twenty-fovu-th  months.  Tf  it 
is  not  closed  by  the  twenty -fourtli  month  there  is  something 
wrong.  The  third  milestone  is  associated  with  the  assump- 
tion  of  the  erect  position.  A  healthy  baby  will  hold  up  his 
head  at  three  to  four  mfiiths  :  before  this  he  merely  waggles 
the  head  about  us  if  ti  •  ing  to  balance  it  on  the  neck.  If 
the  child  do^s  not  hold  his]  head  up  by  the  i^e  I  hare 
mentioned  you  should  us])ect  some  impairmen*^  of  mental 
development.  Tiie  infant  sits  up  at  from  nine  to  twelve 
m:>nths,  and  will  walk  at  from  twelve  to  eighteen  months. 
He  .sh  )ul  l  talk  w-di  whei  he  is  two  years  old. 

The  last  thing  1  wano  to  mention  to-day  is  the  character 
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oi  the  motions  in  a  child.  AlteratioiiH  iu  the  faecal  evacua- 
tions constitute  another  set  of  milestones  in  development. 

Renu'inbor  +luit  for  the  first  eight  weeks  there  should  be 
three  to  four  motions  daily.  You  are  not  to  regard  this 
number  of  motions  at  such  an  age  as  evidence  of  diarrhoea. 
Up  to  this  period  the  motions  resemble  beaten-up  eggs  in 
colour  and  oonsistenee.  and  they  are  of  somewhat  sour  but 
not  fee  ulent  odour .  Look  specially-  for  cheesy  masses  of  casein 
in  them,  for  if  you  find  these  you  know  that  the  child  is 
getting  more  milk  than  he  can  properly  digest.  Up  to  the 
end  of  two  years  from  about  the  eighth  month  there  is  an 
average  of  two  motions  daily.  They  become  now  more 
brown  in  colour,  more  porridgy  in  consistence,  and  of  a 
slight ly  fet  uk  iit  odour .  After  two  years  of  age  the  motions 
are  well  formed  and  feculent. 

In  my  next  lecture  I  shall  deal  with  some  of  the  commoner 
diseases  which  affect  the  newly-born  child. 


LECTURE  II 


SOME  DISEASES  OF  THE  NEWLY-BORN 

Gkntlemen, — So  80on  as  a  child  is  born  it  meets  with 
various  adverse  influences,  which  may  render  it  the  subject 
of  disease  before  it  has  hardly  b^;iin  to  tive.  As  nuuiy  ci 
these  diseases  jire  capable  of  l)eing  prevented  if  only  one  is 
alive  to  the  possi'jility  of  their  occurrence,  I  propose  to 
devote  this  lectttre  to  a  brief  consideration  of  some  <rf  the 
commonest  of  them,  only  premising  that  1  shall  not  attempt 
to  deal  either  with  surgical  ailments  or  with  congenital 
malformations  or  deforraities. 

At  the  outset  it  may  be  well  to  recall  to  your  recollection 
some  of  the  outstanding  physiol  tgical  ))eculiarities  of  the 
itewly-born  child,  some  of  which  render  it  peculiarly  vulner- 
able to  the  attacks  of  disease. 

1.  For  the  first  few  days  at  least  of  life  the  heat-regulating 
mechanism  has  not  got  into  working  order.  In  consequence 
of  this,  young  infants,  especially  if  at  all  premature,  suffer 
severely  from  exposure  to  cold,  and  chill  is  a  danger  which 
must  be  sedulously  guarded  against  in  their  case.  For  the 
same  reason,  rises  of  temperatiu'e  are  apt  to  occur  upon 
slight  provocation,  and  have  not  as  much  significance  as 
they  have  later  on.  A  slight  rise  of  temperature  in  the  first 
three  days  of  life  may.  indeed,  be  considered  as  a  normal 
occurrence.  Should  the  rise  be  great  (103°  F.  or  so),  it  is 
to  be  regarded,  in  the  absence  of  any  other  appfu^nt  cause, 
as  an  indication  for  the  necessity  f)f  giving  food.  To  this 
form  of  pyrexia  the  term  Inanition  Fever  is  sometimes 
applied. 

2.  The  substitution  of  pulmonary  for  placental  respira- 
tion is  one  of  the  most  important  changes  incidental  to  the 
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hfuiiiiiiti^'  of  fxtra-iitcriiic  life.  Any  liitfh  in  the  t'stablbh- 
ment  of  lung-bretitluiig  k-jwls.  jis  you  know,  to  the  appear- 
ance of  Mpbfxia,  the  modes  of  oTercoming  which  you  learn 

\vh(Mi  stiKlyiiii,'  midwifery.  You  must  rcmcmlu'r.  however, 
thrtt  even  although  an  infant  may  start  to  breathe  with  its 
lungs,  it  may  not  use  them  to  their  fullest  capacity,  owing 
to  portions  of  the  hmgs  failing  to  expand  or  undergoing 
collapse  jr;,'!iin  from  feebleness  of  the  respiratory  movements. 
To  this  state  of  things  the  term  Atelectasis  is  applied.  Now, 
atelectasis  may  be  a  serious  trouble,  and,  further,  it  is  not 
easy  to  reco<j;nize.  Its  physical  signs  are.  unfortunately, 
extremely  vague.  At  the  moHt  you  are  only  likely  to  find 
some  impairment  of  note  at  the  posterior  parts  of  the  lungs, 
with  feeble  air  entry  on  auscultation,  and  possibly  a  few 
fine  moist  sounds.  Sometimes  there  are  no  definite  physical 
signs  at  all.  You  must,  therefore,  depend  for  your  recogni- 
tion of  the  condition  upon  symptoms.  If  the  infant  cries 
feebly,  if  it  is  cyanosed,  either  constantly  or  in  recurring 
attacks,  then  you  should  suspect  atelectasis.  I  have  said 
that  atelectasis  may  be  serious,  and  it  is  so  because  it  may 
lead  to  sudde  itli.  I  have  known  this  happen  several 
times,  ami  it  d  lead  you  to  be  cautious  in  your  prog- 
nosis. The  oniy  way  to  treat  atelectasis  is  to  get  the  child 
to  cry  vigorously,  and  so  inflate  its  Ini^.  Th&te  is  no 
better  method  of  doing  this  than  by  vigorous  spanldngt 
cruel  though  such  treatment  may  seem. 

3.  I  would  remind  you  of  the  great  destruction  of  red 
blood-corpuscles  which  takes  place  in  the  first  few  days  of 
life.  T  shall  deal  with  this  process  in  greater  detail  in 
another  lecture  (p.  .'iOl),  but  would  only  remind  you  now 
that  such  destruction  of  red  cells  is  responsible  tot  the  pro- 
duct ion  of  icterus  UMMltorum.  This,  as  you  know,  occurs 
in  abf)ut  two-thirds  of  all  infants,  beginning  about  three 
tlays  after  birth,  and  lasting,  as  a  rule,  not  more  than  a 
week  or  ten  days.  It  is  probably  brought  about  in  thk 
way  :  The  great  destruction  of  red  corpuscles  liberates  so 
much  blood  pigment  that  the  bile  is  rendered  unduly  viscid, 
and  stagnates  in  the  bile  capillaries,  whence  some  of  it  is 
reabsorbed  into  the  circulation.  This,  at  least,  is  one 
possible  explanation.   Another  is  that  the  bile  so  formed 
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doesreHi'h  the  alimentary  l  aiial,  Imt  some  of  it  is  iciilisni  licd 
aiifl  rcaclifs  tlir  <^t'iu'ral  cin  ulation  hy  tiu-  still  |)atent  tluctut* 
vi'iiosu.s.  Which  of  the  explanations  is  correct  dje8  not 
much  matter,  but  it  should  be  noted  that  there  is  no  bile 
pigment  in  the  nrinc  in  ciiscs  of  iclcrns  n<'onatnnnn  ap- 
parently because  it  is  deposited  in  the  tissues,  and  breaks 
up  there.  This  may  be  of  diagnostic  value  in  distinguish- 
ing i.  t(  l  us  neonatorum  from  other  forms  of  jaundice  in 
earlv  life. 

i.  Tlie  existence  of  the  stump  «>f  the  umbilical  cord  is 
one  of  the  most  important  facts  in  the  anatomy  of  the  new  i  \  - 
born  child,  iuid  is  a  constant  siuncc  nf  (l.iii-.'cf.  ns  will  be 
shown  immediately.  Meanwhile  1  would  a.skyou  toremember 
that  it  should  fall  off  within  five  days,  and  that  the  raw 
surface  left  should  be  cicatrized  by  about  eij,d\t  (l;!.\s  later. 

5.  It  inav  be  worth  while  to  remind  yon  that  inflammation 
of  the  mammee  is  very  common  in  chiklren  of  both  sexes 
in  about  the  second  week  of  life,  and  that  sometimes  it  may 
<;o  on  to  abscess  formation  (Fi,u.  1). 

We  may  now  pass  on  to  consider  some  of  the  commoner 
diseases  which  affect  the  newly-born  child,  beginning  with 

INFECTIVE  DISEASES. 

I  have  already  pointed  out  to  you  that  the  cxistcnci-  of 
the  umbilical  wound  is  a  constant  menace  to  the  health  of 
the  young  infant,  and  it  is  through  this  channel  that  infec- 
tion usually  finds  kncees.  Its  simptest  form  is  a  mere  local 
inflammation  (omphalitis),  which  causes  a  little  redness 
and  swelling,  with  alight  purulent  disch^e.  but  without 
any  general  symptoms.  As  a  sequel  to  this  Mptie  throm- 
bosis of  the  umbilical  vessels  may  occur.  This  is  most 
likely  to  happtm  in  the  case  of  preinatiirc  inf-nnts,  in  whom 
closure  of  the  ves.sels  is  apt  to  be  slow  and  imperfect.  From 
septic  thrombosis  it  is  but  a  step  to  gtmnl  WtS^mvdM,  tiie 
snpcrvei-  '  )n  of  which  may  be  assumed  when,  in  addition 
to  umbilical  sepsis,  there  appear  such  symptoms  as  pyrexia, 
profound  icterus,  purpuric  hamorrht^es, diarrhoea,  and  signs 
of  inflammation  of  the  internal  oi^ans  or  serous  membranes. 
These  symptoms,  of  course,  are  not  necessarily  all  present 
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ii)  one  ruse.  In  somt  oven  ft»vt>r  in  uhwiit.  uiid  in  othera 
tlu"  initial  unil)ili<  iil  ntftction  may  ho  slight  an  to  cscapo 
detection.  li;teni«  and  h<emorrhage8.  when  they  o<icur,  are 
the  expression  of  a  profonnd  poisoning  and  destruction  of 
tlif  Mood,  and  are  very  nnfavoiiraMe  signs.  Of  (he  internal 
intlammatioitH,  peritonitin  and  plcuro-pneumunia  are  the 
commonest. 

Septicaemia  in  the  newly-born  is,  as  may  l  e  imagined,  a 
very  dangerous  condition,  and  usually  proves  fatal  in  kss 
than  a  w  eek. 

Tlie  infectioiw  I  have  hitherto  described  are  all  due  to 

invasion  by  pyogenic  organisms.  l)nt  specific  pathogenic 
bacteria  may  ilso  find  entry  to  the  b<xly  by  the  umbilical 
wound,  conspieuouM  amongst  which  is  the  tetanus  bacillus. 

Tetanus  neonatorum  is,  fortunately,  not  a  common  disease 
in  this  country,  but  it  crops  up  every  now  and  then  in  the 
most  unexpected  way.  It  usually  begins  about  the  fifth 
day,  and  is  very  rarely  seen  after  the  second  week.  The 
first  symptom  Mhich  will  probably  be  noticed  is  that  the 
child  has  some  difficulty  in  sucking,  <"  wing  to  stiffness  of  the 
jaw  (trismus).  This  is  soon  followed  rigidity  of  the 
limbs  and  slight  convulsions.  You  wih  distii^uish  these 
from  ordinary  infantile  convulsions  (1)  by  the  presence  of 
trismus,  and  (2)  by  the  fact  that  between  the  convulsive 
attacks  there  is  slight  general  rigidity,  which  dees  not  com- 
pletel\'  relax,  any  movement  of  the  child  being  apt  to  bring 
on  a  fresh  series  of  spasms. 

Tetanus  neonatorum,  I  need  hardly  tell  you,  is  a  very 
fatal  disease,  the  mortality  being  probably  about  95  per 
cent.,  and  I  have  never  seen  a  case  recover  myself  ;  but 
occasionally  cure — or  recovery — results,  and  it  is  always 
one's  duty  to  institute  energetic  treatment. 

The  first  thing  to  ]»<•  iluiu-  is  to  administer  antitetanic 
serum  at  the  enrlimt  poxniblr  wouifnt.  Ten  e.c.  should  be 
injected  subcutaneously  so  soon  as  the  diagm  sis  has  been 
made,  and  this  may  be  repeated  two  or  three  days  later. 
Meanwhile  an  attempt  should  be  made  to  alleviate  the  con- 
vulsions b"  the  administration  of  chloral — 5  grains  by  the 
rectum,  or  ^  minims  of  the  syrup  by  the  mouth — these 
doses  being  repeated  in  an  hour  if  necessary. 
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Such  Ih  the  ordinary  treatment.  Utcly  tht  iwlmiiuHtra- 
tion  of  formalin  has  lucn  m-ommemled.  ami  ut  Invst  one 
nnnart-nt  siucchh  has  U«en  recorded  from  its  use.  though  I 
cannot  in  the  least  tell  yon  how  it  act*.   One  drop  of  it 

may  be  administered  in  r>Oe.c.  of  salt  s(»hiti<.n  l).v  the  bowel, 
or  1  drop  in  10  <■  <••  ^'^It  «<>hition  hypodermicolly.  Tliit* 
mav  be  repeated  daily  if  the  ease  gm-s  on. 

In  tetanuB.  m  in  all  the  other  umhili.  al  infectionH.  pre- 
vention iH  iM  tt.  r  than  cure,  and  propiivlaxis  can  «)nly  he 
secured  by  careful  attentiiui  to  the  Htump  •)f  the  cord.  It 
should  theieforp  be  enveloped  frmn  the  outset  in  a  dry 
Bteriledre««in^^.  and  if  any  sij,'ns  of  suppura  tion  should  appear 
after  scparati..n.  l..c:il  antis.-psis  should  he  vij^orously  carneil 
out.  It  is  only  in  this  way  tliat  these  very  fatal  diseases 
can  be  prevented.  .    ,    ,  , 

Of  infections  which  fin.l  a"ccss  to  the  hody  hy  anotlier 
route  than  the  umbilicus,  1  would  only  nu>nti(»n  gonor- 
rhoeal  septicwmia,  which  may  follow  upon  gonorrhewil  con- 
junctivitis, and  manifests  itself  hy  synovitis,  just  like  the 
Ko-calh'd  <ionnrrh<eal  rheumatism  of  adults.  This  I  have 
seen  more  than  once  in  newly-horn  babies.  So  far  M  I 
have  observed,  the  prt^nosis  is  not  unfavourable. 

THE  H.«i!IOREHAOK;  DISEASE. 

Severe  infections  of  any  sort  in  tlie  newly-born  arc  apt 
to  manifest  themselves  l)y  luemorrhaKes.  chiefly  of  a  pur- 
puric character.  Thev  are  in  this  respect  directly  com- 
parable to  the  hsemorrhagic  form  of  the  acute  specific  fevers 
— e.ff.,  hffimorrhasie  sn).-lli)ox  -  and  have  usually  a  fatal 
issuV  Apart  from  these  there  is  a  disease  peculiar  to  ne  vly- 
born  ijilants  which  manifests  itself  chiefly  by  a  tendency  to 
bleeding,  and  which,  for  want  of  a  better  name,  is  spoken 
of  simply  as  the  Haemorrhagic  Disease.  Of  the  true  path- 
olo^v  of"  this  iffection  we  know  nothing.  In  some  cases  it 
is  mKloubtedl  V'  associated  with  congenital  syphilis,  but  this 
is  by  no  means  true  of  nil  Tt  is  natural  to  suspect  an  in- 
fection but  although  this  is  possible— and,  indeed,  probable 
—no  one  has  yet  succeeded  in  demonstrating  the  presence 
of  a  constant  infective  agent,  and  the  other  signs  of  infec- 
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ti«>n,  Hurh  UH  fever  and  uinbilii-ttl  sephis  an'  generftlly  con- 
Hpicuoug  by  their  ftb«enoe. 

The  diaeaite  usually  fiwt  mnnifosta  itneif  ultmit  the  secon.i 
<1  ly.  ural  very  rarely  storts  after  th©  twelfth,   Ak  a  rule, 
till'  tirst  tiling  to  be  noticed  is  h»raorrhi^  from  the  ali- 
mentary canal.    You  munt  not  expect.  howev«'r.  to  find 
iiiu  tliiiifi  like  11  true  haematemeHirt  or  mel.Tna.    The  bleed- 
ing in  nu)ie  of  an  oozing  than  an  ac  tual  iia'nu)rrhau!e,  and 
revealH  itself  by  the  vomitii^  of  small  quantities  of  brownish 
grumoU8-lo<.kiii<r  Huul.  or  by  the  presence  of  similar  (lis 
ehar^'cs  on  the  napkins.    Bleeding  may  al«o  take  place  fnim 
the  umbilicus,  and  may  be  profuse  ;  and  there  may  also  be 
subcutaneous  hsmorrfaages.  like  those  of  purpura,  or  bl<  «'(l 
il^  into  the  interiml  organs.    The  latter  may  be  ditticult 
to  detect,  unless  so  situatetl  that  they  produce  tlefinite  signs 
or  Hvmptoms.   This  took  place  in  the  following  instances  : 
Cask  1.— A  boy.  two  days  ohi.  one  of  twins,  seemed 
healthy  at  birth,  but  on  the  second  day  vomited  a  little 
brownish  fluiil.   Soon  after  this  he  became  coUapsed  and 
comatose,  with  a  bulging  fontanelle.  contracted  pupils,  and 
rhythmical  respiration.    Hiemorrhaf^e  into  the  meninges 
was  diagnosed,  antl  puncture  of  the  anterior  fontanelle 
resulted  in  the  escape  of  a  good  deal  of  blood.    After  this 
he  brightened  up  a  little  (probably  from  the   relief  of 
pressiire).  but  a  few  hours  later  slight  convulsions  set  in, 
followed  by  death. 

Cask  2.— A  boy,  three  days  old,  had  1k\  n  born  at  the 
full  time  by  iin  easy  forceps  labour.  H»'  sufiered  from 
asphyxia  after  birth,  and  was  only  resuscitated  by  pro- 
longed artificial  respiration.  He  cried  a  great  deal  during 
the  first  two  <la.\  s.  and  then  became  rather  collapsed.  When 
1  saw  him  he  was  deeply  jaundiced,  with  a  sunken  fon- 
tanelle, but  with  no  bleciling  from  the  umbilicus  or  into  the 
skin.  That  morning  he  was  said  to  have  brought  up  a  little 
blood  from  'the  throat.'  The  bowels  had  been  opened 
with  castor  oil,  and  on  the  napkin  there  was  a  small  tarry 
motion  and  a  good  deal  of  meconium.  In  the  left  side  of 
the  abdomen  there  was  a  dull  swelling,  diffieuH  to  dofino 
and  not  movable.  whi(>h  the  doctor  in  attendance  said  had 
not  been  there  that  morning. 
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Death  ensued  :i  few  hours  later,  aud  altliough  a  post- 
mortem could  not  be  obtained,  there  can  be  little  doubt 
that  the  swelling  was  due  to  a  haemorrhage  into  the  neigh- 
bourhood (if  the  kidney. 

Apart  from  the  Jiaemorrhages.  the  disease  may  run  its 
course  without  any  general  s,\  riiptoms,  and  prove  fatal 
simply  by  a  sort  of  «;eneral  eollapse.  If  the  bleedin*;  is 
entirely  internal,  or  only  from  the  alimentary  canal,  it  may 
easily  be  overlooked,  in  \\  liich  ease  the  child  may  be  believed 
to  have  died  from  'convulsions.'  or  simply  from  'pre- 
maturity.' There  cuii  n<»  (loid)t.  indeed,  that  many  eases 
reallv  do  pass  unreeojini/.cd  in  tiiis  way,  and  that  the  disease 
causes  more  tleaths  thaji  is  properly  realized. 

The  prognosis  in  the  luemorrhagic  disease  is  always  grave, 
and  if  the  syin])tonis  last  for  more  than  a  day.  is  very  bad 
indeed,  although  recovery  n,(ty  take  place  evi'U  in  what 
seem  the  worst  cases. 

As  rcL'ards  treatment  there  is  little  to  be  said,  for  on(>  is 
almost  lielpless.  'Styptic'  remedies  given  internally  seem 
to  be  of  very  little  use,  and  although  i*  is  important  to 
maintain  the  child's  strength  if  one  can,  attempts  at  feeding 
are  apt  to  induce  vomiting  and  fresh  hicmorrhages  from 
the  stomacii  and  bowels.  The  administration  of  weak  solu- 
tions of  gelatine  by  the  mouth  have  been  said  to  be  of  use 
in  some  cases,  and  are  always  worth  trying.  Bleeding  from 
the  umbilicus  must  be  controlled  by  pressure  in  the  usual 
way,  and  in  hajmorriuige  from  the  skin  or  external  mucous 
membranes  the  application  of  adrenalin  solution  is  indicated. 
When  all  is  said  and  done.  howev(M\  you  can  do  but  little  to 
influence  the  course  of  this  mysterious  disease,  ami  to  '  treat 
symptoms  aud  trust  to  luck'  pretty  well  sums  up  one 'a 
therapeutic  resources  with  r^ard  to  it.* 

PEMPHIGUS  NK()N.\  1  *)KL  M. 

It  has  ])een  well  remarked  that  pemphigus  is  not  a  disease, 
but  a  lesion,  aud  in  the  newly-born  child  we  can  distinguish 
two  varieties  of  it :  (1)  8\T)hilitic,  (2)  non-syphilitic. 

•  Sdeoc^siul  results  li;iv(!  recently  hpc.n  lepoiiiMl  fiom  llio  >nh- 
otttaaeous  iiiioction  of  from  2  to  5  e.c.  of  normal  liiuiiau  blood  or 
bieod-Bentin  m  this  disease. 
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Syphilitic  pemphigus  is  distinguished  by  the  fact  that  the 
bull*  occur  on  the  palms  and  soles,  as  well  as  on  the  trunk, 
whereas  in  non-syphilitic  pemphigus  the  palms  and  soles 

esc'a])o. 

Of  tlie  cause  of  non-syphilitic  pemphigM  we  arc  ignorant, 
although  it  also  is  probably  an  '  infective  '  disease,  due  to 
pyogenic  organisms,  and  clos  y  allied  to  impetigo.  In 
some  cases  at  least  it  can  be  shown  to  be  simply  a  cutaneous 
manifestation  of  general  sepsis.  Thus,  of  the  cases  which 
have  occurred  at  the  London  Hospital  within  the  last  ten 
years,  three  were  associated  with  umbilical  infection  and 
two  with  sepsis  consequent  upon  ritual  circumcision.  In 
institutions  it  may  oeeur  in  the  form  of  epidemics,  which  is 
another  indication  of  ils  infective  character. 

Apart  from  the  eruption,  which  may  come  out  all  at  once 
or  in  successive  crops,  the  general  symptoms  vary  greatly. 
Sometimes  there  are  practically  none  at  uU ;  at  others  there 
is  high  fever,  prostration,  and  symptoms  of  general  septi- 
caemia. 

Hhe  prognosis  varies  in  accordaiwe  with  the  gei^ral 

symptoms,  but  is  always  rather  grave.  Of  seventeen  cases 
admitted  to  the  London  Hospital— excluding  those  due  to 
syphilis— thirteen  died.  In  syphilitic  cases  the  mortality 
is  probably  even  h  igher . 

Treatment  in  the  sypliilitic  cases  is  simple,  and  consists  in 
pushing  mercury.  In  non-syphilitic  cases  all  that  one  can 
do  is  to  maintain  the  strei^th  of  the  infant,  and  use  anti- 
septic dusting  powders,  or  weak  germicidal  lotions  locally. 

Somewhat  resembling  pemphigus  is  the  condition  known 
as  Exfoliative  Dermatitis — a  rare  disease  sometimes  met 
with  in  newly-born  infants.  The  epidermis  here  peels  off 
in  great  slieets.  leaving  the  true  skin  dciuided  j>ist  as  if  it 
had  been  scalded,  and  producing  a  picture  which,  once  seen, 
can  never  be  forgotten  (Hg.  2).  la  spite  c$  the  extensive 
skin  lesion,  there  may  be  few  or  no  general  symptoms,  but 
soinetimes  tliere  is  high  fever  and  prostration.  I  cannot 
tell  you  what  the  mortality  rate  is,  as  the  disease  is  a  rare 
one,  but  in  the  few  eases  I  have  sei  n  death  and  recovery 
ti>ok  place  in  about  equal  luimluTs.  The  treatment  is  the 
same  as  that  of  non-syphilitic  pemphigus. 


LECTURE  III 


THE  ARTIFICIAL  FEEDING  OF  INFANTS 

Oentlkmen, — Wo  approacli  to-day  a  subject  which  exoei'ds. 
perhaps,  in  importance  any  to  whicli  1  shall  have  occasion 
to  direct  your  attention  throughout  this  course  of  leetureB — 
I  mean  the  subject  of  infant  feeding.    When  you  go  into 
prai  ticc.  the  question,  How  is  one  to  feed  this  baby  '.  is  one 
which  will  occur  to  you  with  peiplexing  frequency  ;  and 
although  it  is  a  subject  upon  which  a  great  deal  has  been 
written.  I  thnik  one  may  say  this,  that  the  more  you  read 
about  it  the  more  confuted  you  are  likely  to  get,  for,  it 
must  be  confessed,  much  that  has  been  written  on  the 
subject  serves  only  to  darken  counsel,  and  you  will  find  it 
of  very  little  use  to  you  in  practice.    I  shall  not  deal  in  this 
lecture  with  all  the  conceivable  methods  by  which  children 
might  be  or  have  been  fed  ;  I  want  rather  to  describe  quite 
plainly  ihe  methods  wliich  T  have  tried  myself,  and  whidi 
1  think  you  will  find  most  easy  and  simple  to  carry  out  in 
your  ordinary  w  ork. 

Now.  the  first  question  you  have  to  ask  yourself  is.  Why 
should  artificial  feeding  of  children  be  necessary  at  all  ? 
You  know  that  in  the  natural  state  of  things  every  woman 
is  the  source  of  noanshn^nt  for  her  own  dhild,  but  you  will 
not  have  been  long  in  practice  before  you  realize  that  under 
modern  conditions  it  is  the  minority  of  women  who  can 
nurse,  or  do  nurse,  their  own  children.  It  would  be  unjust 
to  the  female  sex  generally  to  state  that  this  inability  to 
nurse  their  children  is  their  own  fault.  T  do  not  think  that 
is  true  ;  I  think,  in  the  majority  of  cases,  one  can  say  that 
the  woman  k  unable — ^not  uawillti^— to  nurse  her  own 
child.   Now,  that  is  a  phenomenon  of  very  comiderabto 
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gravity,  but  it  is  one  whU  h  is  not  confined  to  this  country  ; 
it  has  been  found  to  hold  good  of  the  whole  of  Europe,  and 
in  America  also.*  It  seems  to  be  part  of  the  price  which 
we  pay  for  civilization.  Be  tliat  as  it  may.  you  will  see 
from  what  1  have  said  how  important  it  is  that  you  should 
understand  how  best  to  make  good  the  absence  of  the 
ncK^er's  milk,  and  how  it  becomes  a  matter  of  pressing 
importance  in  practice. 

If  a  woman  is  unable  to  nurse  her  own  child,  obviously 
the  next  best  substitute  is  to  get  another  woman  to  nurse 
it  for  her  :  in  other  words,  a  wet  nurse  is  the  best  substitute 
for  the  mother.    But  I  do  not  think  you  will  have  occasion 
to  employ  a  wet  nurse  often  in  practice.   There  are  many 
practical  disadvantages  entailed  in  that  course,  and,  as  a 
matter  of  fact,  artificial  feeding  is  synonymous  in  most 
cases  with  hottle  feeding,  so  that  what  we  have  to  consider 
to-day  is  how  you  can  best  feed  a  child  by  nhe  bottle .  There 
is  still  another  question  which  has  to  be  disposed  of  before 
we  come  to  the  consideration  of  the  best  way  to  carry  out 
hottle  feeiling,  and  that  is,  Supposing  a  woman  starts  to 
nurse  her  own  child,  how  are  you  to  know  \\  hetlier  the  pro- 
cess is  successful  or  not  ?    In  other  words,  what  is  to  justify 
you  in  adopting  artificial  feeding  in  the  case  of  a  woman 
who  has  begun  to  nurse  her  own  infant  ?   Gentlemen,  I 
know  only  one  condition  on  the  part  of  the  child  that 
justifies  premature  weaning,  and  that  is  j}ersistent  loss  of 
weight.    If  a  chikl  is  persistently  losing  weight  when  fed 
on  the  mother's  breast,  that  is  an  indication,  and  an  impera- 
tive one.  for  weaning,  and  there  is  no  other  imperative 
indication  that  I  know  of.    Such  a  state  of  things  is  illus- 
trated in  the  chart  (Dia .  2) .   It  is  that  of  a  child  seven  weeks 
old  which  was  being  fed  on  the  breast,  and  as  we  weighed  it 
from  week  to  week  we  found  it  increased  in  weight  very 
slowly,  or  hardly  at  all.    And  as  there  was  no  digestive 
disturbance  we  concluded  that  the  mother's  milk  was  in- 
sufficient ;  and  we  accordingly  weaned  the  child,  with  the 
result  you  see — namely,  that  the  weight  shot  up  enormously, 
and  the  child  gained  more  in  one  week  of  bottle  feeding 

*  See  Bunge,  '  Die  Zunehmende  Unf&higkeit  der  Fraoea  ilUre 
Kinder  zn  Smm.' 
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than  it  had  gaiiu'd  in  two  or  fchm'  woks  of  lucust  fcedins;. 
There  is  one  caution  1  shouM  give  you  here,  iicfore  you 
conclude  that  the  breast  milk  is  insufficient,  make  quite 
certain  that  you  luivo  corrected  any  digestive  disturham-c 
in  the  cliild  ;  and  you  v  ill  find  particularly  that  you  have 
to  correct,  in  breast-fed  babies,  constipation.  This,  as  I 
shall  have  to  point  out  later  on,  is  the  vice  of  breast-fed 
babies,  as  diarrbcna  is  the  vice  of  bottle-fed  babies.  So 
you  see  the  statement  1  made  that  progressive  loss  of  weight 
on  the  part  of  the  child  is  the  only  indication  which  justifies 
prcinati-rc  weaning  has  to  be  qualified  by  this,  that  it  only 
holds  good  in  the  absence  of  digestive  disturbance. 
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DiAGK.\.M  2.— Insufficiency  of  Ukeasx  Milk,  suowing  Effect 

OF  Weanino. 

Having  disposed  of  these  preliminaries,  we  have  next  to 
( onsider  what  substitute  we  can  use  lor  human  milk.  Xow. 
in  practice,  cow's  milk  will  always  be  your  substitute.  1 
shall  not  consider  in  these  lectures  the  merits  of  other  forms 
of  milk.  Many  other  kinds  have  betn  recommended,  but 
the  practical  conveniences  of  cow's  milk  are  so  great  that 
one  rarely  uses  any  other.  I  cannot  too  strongly  impress 
upon  you,  gentlemen  the  fact  that  it  is  the  casein  which  is 
the  source  of  dijJir  nUii  in  the  artificial  feeding  of  children  vith 
cow's  milk.  There  are  chemical  reasons,  which  I  shall  not 
go  into  now,  why  the  casein  erf  cow's  milk  is  less  digesttbk> 
than  the  casein  of  human  mi'''  Hut  whatever  those  reasons 
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may  be,  it  in  u  fact  whitli  you  w  ill  meet  in  practice  that  you 
have  difficulty  in  getting  infants  to  digest  cow's  casein. 
For  that  reason  you  must  give  tlie  cow's  milk  in  a  diluted 
f<»rm.  How  nuu  li.  then,  should  you  dilute  the  milk  t  It 
is  best  to  begin  tirst  of  all,  as  a  simple  practical  rule,  with  a 
X  dilation  ol  haU  and  half  ;  that  is  to  say.  give  as  much  cow's 
milk  as  water.  If  you  like,  you  can  use  barley-water  or 
lime-water  as  the  diluent  :  these  ufake  it  njore  easily  diges- 
tible than  plain  water.  If  you  compare  a  mi.xture  so  pre- 
pared with  human  milk,  you  find  that  from  a  chemical  point 
of  view  it  works  out  as  follows  :  In  human  milk  there  is 
li  per  cent,  of  protein,  (ij  per  cent,  of  sugar,  and  3J  per 
cent,  of  fat.  In  cow's  milk  there  is  3  per  cent,  of  protein, 
4 J  per  cent,  of  sugar,  and  4  per  eent .  of  fat.  If  you  dilute 
with  equal  parts  of  water  you  have  1 J  j)er  eent.  of  ])rotein 
L'l  per  eent.  of  sugar,  and  2  per  cent,  of  fat.  This  makes 
the  proportion  of  protein,  roughly  speaking,  correct,  bat  the 
sugar  and  the  fat  are  too  poor,  and  you  must  therefore  make 
up  the  deficiency  of  these  constituents.  That  you  can  do 
quite  simply  by  adding  two  teaspoonfuls  of  cream  and  two 
level  teaspoonfuls  of  sugar  to  ever^-  G  ounces  of  the  mixture  ; 
that  is  assuming  the  cream  to  contain  the  average  of  fat 
of  London  centrifugal  cream,  which  is  about  45  per  cent. 
That  gives  you  a  mixture  which  quantitatively  is  a  very 
fair  approximation  to  mother's  milk.  Qualitatively,  of 
course,  it  is  not  the  same  thing  as  human  milk,  ond  it  never 
can  be. 

The  next  question  is.  How  much  of  the  mixture  shall  you 
give,  and  how  often?  1  have  put  into  your  hands  a  table 
showing  you  the  quantities  which  the  child's  stomach  will 
accommodate  and  the  proper  intervals  of  feeding.  You 
must  not  suppose  that  the  quantities  there  given  should  be 
quite  hard  and  fast  ;  you  must  leave  it  to  some  extent  to 
the  baby's  appetite.  It  is  usually  safe  to  tell  the  mother 
to  give  the  child  a»  much  as  he  will  take  at  each  feed. 

The  next  ])oint  is.  What  sort  of  bottle  shoidd  you  use  ? 
The  only  sort  of  bottle  to  be  recommended  is  a  boat-shaped 
one  with  a  rubber  teat  attached  .♦   The  rubber  tube  battles 

*  The  Oval  Hygienic  Feeder  uad  Haw's  UntTersa)  Feeding  Bottie 
are  both  good  patterns. 
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so  nuich  used  probaMy  destroy  more  infatit  life  than  any 
otluT  single  ageney.  and  it  would  bi"  a  good  thing  if  their  use 
were  illegal  here,  just  as  it  is  in  Prance  and  in  many  States 
of  America.  The  nerew-top  bottles  are  tu)t  much  better. 
Im|)ress  upon  the  mother  that  the  bottle  must  be  kept  very 
eleaii.  Witli  regard  to  the  teat,  many  cases  of  failure  are 
due  to  its  having  too  small  an  aperture  in  the  top.  You 
may  want  to  know  when  the  aperture  is  bii^  enough.  !t 
is  big  enough  if.  when  you  hold  the  bottle  upside  down,  the 
milk  drops  slowly,  at  the  rate  of  about  1  drop  \n-v  second. 
It  ouicht  not  to  re(|uire  a  <;reat  deal  of  suekinju  on  the  part 
of  the  liaby,  or  it  will  t)e  a|)t  to  <iive  the  child  Hatulenc-e.  or 
the  infant  will  leave  off  sucking  before  he  is  satisfied,  and 
so  cease  to  gain  weight . 


TiME-T.VBi-K  KoK  Infant  Fkei>ino. 


Intervals  liy 
1  'ay. 

Night  Feeds. 

(Quantity  at 
each  Feed. 

1  week 

2  to  ;J  \vc('k.s  .  . 

4  to  .")  

»)  t  o  12  

:$  to  .")  months 

5  to  i)  „ 
9tol2  ., 

Hours. 

2 
2 
2 

..  2i 

3  . 
3 

2 
2 
1 
1 
I 

1  tol,' 
1  <  to 

2.V  to 

•y  to  4  J 

4  to  :>', 

5i  to  7 
7|tO» 

The  next  point  is,  Should  the  nulk  be  boUed,  or  should 

it  be  given  raw  ?  That,  gentlemen,  is  a  point  which  has 
probablx  been  more  discussed  than  its  importance  really 
just  i ties.  I  advise  you  to  give  it  neither  boiled  nor  raw,  but 
scalded.  That  may  appear  to  you  to  be  a  distinction 
without  a  difference,  but  by  scalding  I  mean  raising  the 
milk  to  the  boiling-point,  or  just  short  of  that,  and  then 
taking  it  off  the  fire.  The  drawback  to  boiling  the  milk 
is.  that  there  is  a  very  slight  risk  of  producing  scurvy  by  it. 
But  that  can  be  easily  lemedied  by  adding  fruit  juice  to 
the  diet.  In  hot  weather  it  is  much  more  necessary  to  scald 
the  milk,  because  thereby  one  diminishes  the  tendency  to 
its  going  sour  and  causing  diarrhcea. 
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Hivving  given  the  food  liy  tlic  hottlc  I  htxvv  dcscrilicd.  and 
at  the  intervals  ami  in  tlu>  proportions  pointed  out.  you 
have  to  ask  yourHelf.  Row  are  yon  to  know  wbethtr  tho 
raralti  are  satitlactory P  Hi-ro.  uf^uin  tlu>  only  tcist  that 
the  mixture  is  suitH'>)I(>  is  the  halaiice  At  \\  !i;it  rate,  tlicn. 
Mhould  the  chiUl  gain  weight  This  is  not  dittit  ult  to  re- 
member, beeattiie  a  healthy  chikl  should  gain  almoRt  1  ounce 
a  (hiv  :  \n'  should  gain  fi  ounces  a  week.  ()l)viniisly.  one 
of  two  thiiifzs  will  happen  on  this  mixture  :  either  tlu'  child 
goes  ori  gaining  weight,  or  he  Kuflfers  from  digestive  diH- 
tinl>ari(c  colic.  poHsihly  diarrluea  possilily  vomiting.  If 
the  ehild  does  not  gain  weight,  or  if  he  siitfers  from  digestive 
(listurbanee.  what  are  you  to  do  (  1  advise  you  to  remember 
the  possibility,  particularly  if  you  are  dealing  with  a  very 
young  child,  that  this 
mixture  is  too  strong, 
and  that  it  may  be 
advisable  to  make  it 
more  dilute.  In  this 
chart  (Dia.  3)  1  show 
j'ou  an  instance  of  such 
aresult.  It  is  the  chart 
of  a  child  eleven  weeks 
old  who  was  fed  oji 
milk  and  water,  equal 
parts  of  each,  whioh 
resulted  in  the  production  of  diarrhoea  and  vomiting,  and 
only  a  sl'^ht  increase  in  weight.  Then  we  gave  1  part  of 
milk  and  2  parts  of  water,  and  immediately  the  weight 
shot  up  and  evervthii.g  went  well.  This  shows  that  it  is 
possible  for  a  child  to  lose  weight  because  it  is  getting  too 
much  to  eai.  Very  often  you  will  find  that  in  young 
infants  you  may  require  to  begin  with  1  part  of  milk  to 
2  parts  of  water  instead  of  equal  parts  of  each,  sugar  and 
cream  being  added  in  proportion. 

Supposing  that  even  in  this  very  dilute  form  the  milk 
still  disagrees,  what  are  you  to  do  then  ?  T  do  not  thir.k 
you  are  likely  to  effect  much  good  by  diluting  cow's  miik 
to  a  greater  d^ree  than  this.'?  One  does  not  often  see 
children  do  well  on  a  mixture  which  is  weaker  tlian  1  in  3. 
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TlnTcfun'.  what  yon  liavi-  (o  is  to  look  out  fi>r  n  moro 
digestible  form  of  milk  timii  onlinai  v  cou  "s  milk.  Yoii  u  ill 
find  that  more  digestible  form  in  condensed  milk,  if,  then, 
you  fail  to  improve  the  childV  weight  by  giving  it  a  food 
eoiisistiiif^  of  1  part  of  cow's  milk  to  2  of  water.  I  recom- 
mend you  to  try  eoudeiised  milk.  I  think  some  con.-ider 
it  a  heresy  to  recommend  the  feeding  of  infants  with  eon- 
<lensed  milk  at  all.  That  is  not  a  just  puxition  to  take  up. 
Condensed  milk  is  an  extremely  us«'fid  tnn/xtrdi  i/  (.t  /„  ffi,  ,it  ,■ 
if  used  with  suitable  precautions,  particularly  if  the  defici- 
eney  of  fat  bo  rectified,  it  may  be  quite  Huece88fully  given 
for  the  first  two  ..r  three,  or  even  more,  months  of  the  chihl's 
life.  It  is  quite  true  that  the  continued  use  of  condensed 
milk  is  almost  certain  to  result  in  the  production  of  rickets 
if  ki  ptupuntilthechild  issix  nioiitlisohl.  But, fortunately, 
bcfor(>  six  months  the  child'.s  digestion  hns  genenlly  becomo 
capable  of  dealing  with  ordinary  cow's  milk. 

Well,  what  brand  of  condensed  milk  should  you  use  ? 
Xever  select  skimmed  or  separatt-d  condensed  milk  at  all. 
The  brand  selected  shouki  contain  all  the  original  cream. 
There  are  two  classes  of  such  condensed  milk.  tlnjse  w  hich 
are  sweetened  and  those  which  are  unsweetened.  I  used 
to  recommend  unsweetened,  because  in  theorv  thiit  is  the 
best  form,  but  1  have  given  it  up  because  it  is  so  difficult 
to  obtain.  In  practice  I  always  recommend  Nestle's  milk  ; 
it  contains  13  per  cent,  of  fat—that  is  to  say.  all  the  original 
fat  of  the  milk— besides  considerable  quantities  of  adde<l 
sugar.  The  dilution  I  recommend  to  start  with  is  one 
teaspoonful  of  condensed  milk  to  six  tablespoonfuls  of  water, 
not  barley-water,  but  ordinary  water  uliicb  has  been  \mled 
and  then  allowed  to  cool.  Such  a  mixture  has  the  follow- 
ing composition  : 

Proteia  ••  ..  M3-per  cent. 

 1-28 

8«far  6-72 

-ash        ...       . .  , .  ^».2.-, 

The  total  sugar  is  somewhat  in  excess,  and  the  fat  i.s  dis- 
tinctly too  low  ;  but  by  the  addition  of  a  teaspoonful  of 
centrifugal  cream  the  total  fat  is  brought  up  to  31  per 
cent.,  which  is  nearly  the  same  as  that  in  human  milk.  I 
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liiivf  hrrv  ( li.u  ts  wliich  »how  how  Buccessful  f<'«'<lin}i5  "lay  be 
w'ith  t«»iuK'iis((l  milk.  Here  ix  «»ne  of  a  child  whicli  whh 
given  two  teas  poo  iifulH  of  condenwil  milk  to  tight  tjil»lt'- 
spoonfulH  of  water,  and  you  nee  how  fiteeply  th«  weight 
curve  rises  (Diu.  4). 

Voii  may  ask,  Why  in  eomleiwed  milk  m»  mu  fi  ni<>i, 
w«Iy  digested  than  ordinary  cow's  milk  (  I  tliiitk  u  is 
l.iiHcly  i.«'<  iuise  one  giveM  it  ho  dilute.  Th«-  (liiiitinri  ..f  1  ui 
24  meuiw  that  the  ea«ein  will  be  miicli  diiMiiii-^he''  mI  if 
you  add  acetic  aeid  to  such  a  nii.xtiire  and  (  '.fnjMUi  it  with 
|)ept(.ni/.ed  milk,  you  find  you 
yet  jilx.iit  an  equal  precipitate  in 
each  cane. 

Instead  of  u»inR  condensed 
milk  you  might  try  citrated  milk, 
which  is  prepared  by  Min^' 
1  grain  of  citrate  of  soda  to  eacl» 
ounce  of  cow's  milk,  and  give 
this  dilnfed  in  the  same  way  as 
ordinary  cow  ".s  milk.  The  citrate 
of  soda  removes  the  excess  <rf 
lime-salts  from  the  milk,  and 
prevents  its  forming  a  »lense 
curd.  You  will  find  that  milk  so  prepared  is  .sometimes 
digested  when  ordinary  diluted  milk  is  not. 

Desiccated  milk  is  certainly  muc^  more  digestible  than 
ordinary  milk,  for  in  the  process  of  drj  ing  the  casein  seems 
to  undergo  some  physical  alteration,  which  prevents  its 
subsequ«  ntly  forming  a  den.se  clot.  The  best  form  of  it  I 
know  is  the  preparation  ki.own  as  Gfnxo  (see  Table,  p.  37), 
which  is  often  well  digested  even  by  delicate  babies. 

If  all  these  methods  fail,  T  should  advise  you  to  give  fully 
peptonized  milk.  The  ])est  way  of  preparing  it  is  by  means 
^of  Fairchild's  Peptogenic  Milk  Powder.  Do  not  follow  the 
directions  upon  the  bottle,  but  give  8  of  milk  to  12  of  water 
to  begin  with,  and  peptonize  for  twenty-five  minutes,  or 
longer  if  necessary.  Xor  should  cr.-am  be  added  at  first, 
althougii  _\ ou  are  told  to  do  so  on  the  label.  By  varying  the 
proportions  of  milk  and  water  and  the  lei^th  of  the  pepton- 
iJtii^,  you  have  it  in  your  power  by  raMm  of  thk  {vepara- 
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tion  to  prepare  a  milk  of  almost  any  degree  of  digestibility, 
and  you  will  certainly  find  it  trf  great  help. 

There  are  many  charts  o?!  the  wall  which  show  the  results 
of  successful  feeding  with  peptonized  milk.  Thi.s.  for  in- 
stance (Dia.  5).  was  the  case  of  a  child  which  had  colic  and 
constipation  when  fed  on  ordinary  milk.  Then  we  put  him 
on  to  pejitonized  milk  and  water,  and  you  .see  the  weight  rose 
very  rapidly.  Some  people  raise  an  objection  to  peptonized 
milk  ;  they  say  you  will  so  demoralize  the  chUd's  stomach 
by  that  means  that  it  will  be  unable  to  digest  ordinary  milk 
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Diagram  5.— .Successful  Feedinu  with  Fepionized  Milk.  The 

DOTTBD  LlNB  KSntBSBHTS  TKB  NOSXAI.  WSIOBT. 

later  on.  I  believe,  gentlemen,  that  this  is  a  purely  im- 
aginary objection.  I  have  fed  children  upon  peptonized 
milk  for  many  months,  but  I  have  never  had  any  difficulty 
in  getting  them  to  digest  ordinary  cow  s  milk  later  on.  So 
I  think  you  may  dismiss  this  bogey  from  your  minds. 

But  i!  you  fail  even  with  peptonized  milk,  what  then  ? 
Well,  gentlemen,  the  resources  of  civilization  are  not  yet  ex- 
hausted ;  there  are  still  some  things  you  can  do,  and  I  should 
recommend  you  in  a  case  like  that,  when  you  have  tried 
peptonizetl  milk  ami  the  child  still  does  not  gain  weight,  to 
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try  the  effect  of  a  little  gray  powder.  I  do  not  know  how 
the  gray  powder  acts  in  those  cases,  but  I  am  satisfied  that 
in  many  cases,  even  although  th.:\  is  no  reason  to  suppose 
there  is  a  congenital  syphilitic  taint,  the  administration  of 
gray  powder  will  in  some  mysterious  way  make  all  the 
difference  to  the  child's  digestive  power,  and  I  have  charts 
which  illustrate  that  fact.  Gra.\'  powder  seems  to  fatten 
some  children,  just  as  cod-liver  oil  docs.  This  child  w.is 
fed  upon  milk  and  barley-wati'r  in  equal  parts,  but  he  was 
not  doing  well.  Gray  powder  was  then  given,  and  you  see 
how  great  improvement  resulted,  althougli  in  that  case  also 
a  history  of  syphilis  was  extremely  doubtful  (Dia.  6). 
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DiAORAH  6. — Showing  the  Effect  of  Gbat  Powdeb. 


If  in  spite  of  all  you  do  the  digestion  does  not  improve, 
you  are  justified  in  thinking  you  have  to  deal  Mrith  a  child 
who  is  incapable  of  digesting  cow's  casein.  There  are  such 
children  those  who  caimot  digest  the  casein,  no  matter  how 
you  present  it  to  them.  If  you  cannot  get  a  wet  nurse,  in 
such  a  case  you  must  take  away  the  casein  altogether,  and 
to  do  that  the  simplest  way  is  to  prepare  whey  from  the 
niilk.  Curdle  the  milk  with  rennet,  and  allow  it  to  set  into 
a  solid  mass  :  then  stir  it  up  and  strain  it  through  muslin.* 
By  that  means  you  have  freed  the  milk  from  the  casein. 
Wlicy  is  insufficient  nourishment  alone,  because  it  contains 
very  little  fat,  so  you  have  to  supplement  the  fat.  The 
best  way  to  do  that  is  to  add  1  fmrt  of  cream  to  6  or  8  (rf 

*  The  wfaey  should  b«  Mi^iM  b^Me  one,  to  destioy  tiM  iwraa* 
which  it  contains. 
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Avlu'v.  Instead  of  nsing  cream  to  supplement  the  deficien- 
cies of  whey  you  ma^-  us'f  egg-white  in  some  of  the  foods 
or  one  of  the  patent  foods.  I  have  used  Mellin's  food  and 
whey  successfully.  RtH-enth'  T  had  a  case  undei'  care 
in  which  1  ultimately  succeeded  with  fSavory  and  Moore's 
food  made  up  with  whey  when  everything  else  failed  ;  but 
usually  whey  and  cream  will  answer  best.  By  such  means 
as  this  y(tu  will  in  most  cases  be  able  to  tide  the  child  over 
his  trouble,  even  if  he  be  of  very  feeble  digestive  capacity, 
until  such  time  as  he  has  cut  some  teeth.  When  the  child 
reaches  the  first  dentition  often  a  complete  change  comes 
over  the  dijicstion.  and  instantly  his  nutrition  improves. 
It  woidd  seem  as  if  some  of  the  digestive  glands  only  attain 
their  full  functional  power  when  the  first  teeth  are  cut. 

You  must  not  be  surprised  nor  blame  yourselves,  gentle- 
men, if  you  find  every  now  and  then  that  there  are  cases 
in  which  you  cannot  find  anything  on  which  +he  child  w  ill 
thrive.  There  will  be  a  residuum  of  cases  of  this  kind, 
which  will  be  smaller  the  more  skilled  you  arc  in  your  feed- 
ing. But  there  is  a  residuum  with  whom  nothing  succeeds. 
These  are  cases  ^ich  I  shall  have  to  speak  of  when  I  come 
to  talk  about  marasmus  ;  they  go  progressively  downhill, 
and  they  die  without  one  being  able  to  find  out  what  was 
the  cause  of  the  fatal  result.  Here  I  show  you  a  chart 
(Dia.  7)  which  illustrates  the  course  of  such  a  case,  in  which 
Ave  tried  nulk  and  water  in  equal  parts  :  we  tried  it  stronger 
and  it  prcjduced  diarrhoea  ;  we  tried  peptonized  milk  for  a 
time,  and  it  was  succeeded  by  diarrhoea  and  vomiting,  and 
then  the  child  died.  Xothing  which  you  can  find  after 
death  will  account  for  this  congenital  feebleness  of  digestive 
power. 

I  now  want  to  impress  upon  you  one  further  point  about 
the  artificial  fct-dinn  "f  babies.  a!id  that  is  fhnf  you  shonlil 
not  li(jhlly  c/uinge  fivm  une  kind  of  food  to  another.  You  will 
constantly  bo  having  children  brought  to  you  whose  mothers 
say  they  have  tried  ever\  thing.  In  such  a  ca.se  you  may 
generally  take  it  that  nothing  has  rcallv  been  tried  in  the 
proper  sense  of  the  term.  You  {-anuut  judge  froni  one 
week's  experience  what  any  pMrtkuIar  food  is  going  to  do 
for  a  child  ;  you  have  to  keep  the  child  on  a  diet  for  a 
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reasonable  time,  so  as  to  give  it  a  fair  trial,  and  it  is  only  if 
you  find  that  he  is  not  gaining  weight  that  you  are  justified  in 
concluding  that  the  food  he  is  having  is  not  suitable  for  him. 


Lbs 


-5  Mths. 

DiAUKAM  7.  Weight  Chart  of  a  Case  of  Mabasxds  kndino 
Fatally.  The  Upper  Line  repsesbmts  thb  Wxiobt  or  A 
Healthy  Cmu)  of  tub  Saub  AaB« 

Another  (picstion  is.  What  should  be  your  atlitude 
towards  the  patent  loods  which  are  so  much  in  use  for  infant 
feeding  ?  I  have  put  into  your  hands  a  sheet  which  gives 
tlie  composition  of  those  foods,  from  which  you  will  see  that 
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many  of  tlu  in  art'  cntiieiy  unsuited  to  be  a  eompU'te  substi- 
tute for  human  milk .  I  have  divided  them,  for  convenience, 
into  thit  (^  jiroujjs  :  First,  one  which  is  intended  to  be  u  com- 
plete substitute  for  human  milk  ;  secomlly.  a  ^,'rou|)  which 
is  intended  to  be  made  up  with  cow's  milk,  anil  in  which  the 
artificial  part  of  the  food  is  predigested  ;  the  third  class 
inchulcs  tlinsc  which  contain  unaltered  starch.  My  advice 
to  you  wuidd  be  to  rule  out  the  third  group  at  once  for  all 
children  under  six  months  old.  As  regards  the  first  group, 
they  reall_\-  i)resent  very  little  advantage  over  condensed  or 
peptonizetl  milk,  and  1  hardly  ever  have  recourse  to  them. 
I  admit  that  some  chiklren  may  be  reared  successfully  on 
( crtain  ))atent  infant  foods,  but  hardly  ever  if  condensed 
milk  and  other  methods  f)f  feeding  have  been  pro])erly  tried 
and  have  failed.  They  all  incur  the  risk  of  producing 
scurvy.  Therefore,  if  you  use  those  foods  it  is  well  to  see 
that  some  fresh  elements  are  introduced  into  the  diet,  such 
as  grape  or  orange  juice. 

The  second  group  of  foods  is  sometimes  useful  for  children 
who  are  getting  towards  the  period  of  first  dentition,  and 
who  are  not  thriving  very  well  because  it  is  difficult  to  get 
them  to  take  sufficient  cow  s  milk.  In  these  cases  it  is 
advisable  to  supplement  the  milk  with  some  other  food, 
and  a  dextrinized  food  is  best.  There  is  one  class  of  those 
dextrinized  foods  in  which  the  change  in  the  starch  takes 
place  during  mixing.  I  think  it  is  more  convenient  to  use 
a  footl  in  which  the  change  has  already  taken  place  ;  and  so, 
if  one  has  occasion  to  use  this  group  at  all.  one  selects 
Mellin's  food  or  Hovis  food  as  being  already  dextrinized 
in  preference  to  the  others.  But  remember  they  are  all 
deficient  in  fat.  and  their  continued  use  is  apt  to  result  in 
rickets.  If  you  use  them  at  all  it  should  be  with  that  danger 
clearly  before  your  minds,  and  they  should  be  given  only 
for  a  limited  time. 

One  or  two  other  questions  I  must  discuss  briefly.  If  a 
child  has  been  on  the  breast,  and  you  liave  not  had  recourse 
to  any  artificial  method,  and  everything  is  going  on  well, 
wbra  are  you  to  wean  ?  I  want  you  to  have  clear  ideas  on 
this  matter.  It  used  to  be  said  that  a  child  should  not  be 
weaned  until  he  has  cut  .some  of  his  teeth.    I  think  even 
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Troiissfviu  went  sd  far  as  that  :  hv  was  fftiidcd  in  his  weaiiinp 
of  children  by  the  dcntititui.  But  you  must  remember 
always  that  a  child  may  fail  to  cat  his  teeth  beeaaiie  he  m 
rickety,  from  being  fed  on  the  breast  too  long  ;  therefore,  you 
see,  the  uppeurunce  of  tlic  teeth  alone  is  no  sufficient  criterion 
of  when  you  are  to  wean.  Yon  may  lay  it  down  as  a  general 
rule  that  the  child  should  be  weaned  between  the  tenth  and 
the  twelfth  nmnth.  Xfothers.  especially  in  the  lower  classes, 
often  keep  on  suckling  their  children,  partly  from  motives 
of  economy  and  partly  to  prevent  aiK>ther  pregnancy,  for 
too  long  a  time.  I  have  even  knowu  children  fed  maiidy 
on  the  breast  until  they  were  two  years  old.  and  without 
obviouB  harm.  But  I  think  in  such  a  case  there  is  very 
likely  to  be  detriment  to  the  mother's  health.  Between  the 
tenth  and  twelfth  month  is  the  rule  which  you  should  adopt 
for  yourselves. 

Another  piece  of  advice  which  I  should  like  to  give  you 
in  this  matter  is.  never  to  wean  a  child  in  hot  weather  if 
you  can  avoid  it.  The  reason  for  this  is  that  children  who 
are  weaned  in  hot  weather  are  very  apt  to  become  the 
subjects  of  epidemic  diMrhcea,  and  to  be  carried  off  by  it. 
It  is  l)etter  to  allow  a  child  to  be  nursed  a  little  too  long 
than  to  wean  him  at  a  time  when  diarrhcea  it^  prevalent. 

A  kindred  question  to  weaning  is.  When  should  you  add 
starch  to  the  diet  When  is  it  safe  to  begin  to  allow  a 
child  to  have  other  food  than  milk  '{  K.\i)erience  shows  one 
that  the  power  of  digesting  starch  varies  enormously  in 
dtff^ent  cases.  I  have  known  children  who  got  starchy  food 
from  their  earliest  days,  and  yet,  apparently,  did  not  suffer 
from  it.  I  recall,  for  instance,  the  case  of  twins  being 
brought  to  me  who  had  been  fed  with  a  strong  decoction  of 
barley-water  vithuut  any  milk  for  three  months,  and  yet 
they  were  not  so  thin  as  you  would  suppose,  and  had  no 
digestive  disturbance.  I  have  also  known  a  child  fed  upon 
Robb's  bracuits,  which  contain  a  gof^  deal  of  starch,  without 
any  harm,  when  one  month  old.  On  the  other  hand,  one 
sees  children  in  whom  starch  appears  to  produce  fermen- 
tation, acidity,  diarrhoea,  and  colic.  So  your  general  rule 
should  be  not  to  allow  a  starchy  food  in  any  shape  until  the 
child  has  cut  a  tooth  or  two,  and  then  you  can  begin  to  give 
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Kuch  foods  very  gradually  and  cautiously.  Thero  are  Bome 
children,  however,  in  whom  it  may  be  worth  while  to  run 
the  risk  of  <ri viii^'  a  little  starch  sooner  than  that .  Chil^n 
who  are  not  getting  on  \fel\  with  milk,  an<l  who  have  a 
difficulty  in  digesting  casein,  should  have  the  benefit  of  the 
trial  of  a  little  starchy  food.  I  once  got  a  lesson  in  this 
matter  from  a  moflicr  whose  child  I  Mas  attending  for 
difficult  digestion.  We  were  struggUng  on  with  peptonized 
milk,  and  making  no  headway.  One  day,  a  week  after  I 
had  seen  the  child,  he  was  brought  back  weighing  a  pound 
more  than  at  the  last  visit,  and  it  transpired  that  the  mother 
had,  of  her  own  accord.  a<lded  a  considerable  quantity  of 
corntlour  to  thediet,  and  with  complete  success.  Thestaroh- 
digcsting  capacity  of  that  child  Avas  evidently  in  excess  of 
his  milk-digesting  capacity,  and  in  this  case  the  experiment 
was  justified  by  the  result.  Anyhow,  it  is  an  experiment 
which  catniot  do  much  harm,  becarae  so  soon  as  yon  6nd 
it  disagree  you  can  stop  the  food. 

I  may  conclude  this  lecture  by  directing  your  attention  to 
some  standard  dietaries  suitable  lor  children  at  and  after 
the  period  of  weanii^  : 

DIET  PROM  NINE  TO  TWELVE  MONTHS. 

First  Meal  (7.30  a.m.) :  Milk  thickened  with  groats,  oat- 
flour,  Chapman's  whole- wheat  flour,  Mellin's  Food,  Savory 
and  Moore's  Food,  or  AUenbwy  No.  3. 

Second  Mial  (10.30  to  11  a.m.) :  Warm  milk,  pure  or 
diluted  with  one-third  of  lime-water. 

Third  Meal  (1.30  to  2  p.m.)  :  Warm  milk,  with  the  ad- 
dition of  the  yolk  of  a  lightly  boiled  ot  raw  egg.  A  little 
veal  broth  or  good  beef-tea  occasi(»ial]y  as  a  change. 

Fourth  Meal  (6  p.m.) :  Same  as  first. 

Fifth  Meal  (9  to  10  p.m.) :  Warm  milk. 

During  this  period  the  use  of  a  bottle  shouM  b©  gradually 
discontinued,  and  the  child  fed  witii  a  spoon  or  accustomed 
to  drink  out  of  a  feeding-cup  or  ordinary  cup. 

Ha  amount  of  milk  taken  in  the  course  of  the  day  should 
not  exceed  2  pi  nts .  If  the  child  be  thirsty,  he  may  be  given 
a  little  water  between  meals. 
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From  iibmit  flu-  tenth  inontit  «)ii\viir(ls  something  to  chew 
(■houkt  be  given  oceaMionally,  8uch  a»  a  runk  or  erurit,  or  a 
piece  oi  gponge-cake,  or  stale  bread-and-battw. 

DIKT  PROM  TWKLVi;  To  FI(;nTKKN'  MONTHS. 

First  :»Ikat.  (7.3()  a.ni.)  :  A  breakfastcuitful  of  milk 
thickened  with  groatn.  fine  oatmeul,  whoh>-wiieat  Hour  or 
hominy.    Bread  or  ruMkfi  and  milk  an  a  change. 

Skconi)  Mkai.  (about  11  a.m.)  ;  A  cupful  of  warm  milk, 
pure  or  with  the  addition  of  one-tJnrd  lime-water. 

THraDMEAL  (1  to  1.30  p.m.)  :  Beef-tea,  mutton  or  chicken 
broth,  thickened  with  brciidcrund»s  or  sieved  potato  ;  as  a 
change,  the  yolk  of  a  lightly  boih'd  egg.  Some  milky  rice 
or  bread  puthling,  with  the  addition  of  some  of  the  pulp  of  a 
roasted  apple  or  the  pulp  of  stewetl  prunes. 

Fourth  Mext.  (5  p.m.) :  Milk  and  bread-and-bnttcor. 

Fifth  Meal  (9  p.m.)  :-Warm  milk. 

DIET  FBOM  EIGHTEEN  MONTHS  TO  THBEE  TEARS. 

FiKST  Mbax.  (8  a.m.) :  Porridge  and  milk,  followed  by  the 

yolk  of  a  lightly  boiled  egg  or  bread  dipped  in  bacon  fat. 
Stale  bread,  crisp  toast,  or  a  rusk.    Milk  to  drink. 

Second  Meal  (12.30  to  1  g.m.)  :  A  little  pounded  or 
minced  chicken  or  underdone  meat  or  figh.  Milk-pudding 
and  stewed  fruit.    Water  to  drink. 

Third  Meal  (4.30  p.m.) :  Bread-and-butter.  Sponge  or 
other  plain  cake  occasionally.  Iffilk. 

Fourth  Mkal  (e.30  p.m.) :  Warm  milk  and  a  biscuii . 


LKt'TUJii:  IV 


TBE  Dianmn  disorders  of  tmMmt—miM 

AND  VOMilXXa 

(!knti,kmi:\  W'c  ( oiiic  now  t  .  tli  ■  i  onMulor  ition  uf  the 
•  lisordei's  ol  digest U)ii  in  irifan(  okUts  which  nrv  (hie. 

in  large  meoMure.  to  iu'f,'hct  ol  t\n  M-  mh  >  for  \Uv  feeding 
of  hiihit  s  which  1  tried  to  bring  before  v. m  in  my  last  tectw«>. 

I  shall  not  .listiii<;iii>li  lietween  i  lit  .li-c-tivc  disorders 
ot"  hreiist-fe«l  uud  l>ottle-ted  infants.  ullh(»ugli  lor  obvious 
resHotiK.  mch  (HHordera  are  far  emmnoner  n  the  <  nm  of 
bofile  fecdinu  than  ill  the  case  of  breast  feedmy.  Furtfeer, 
1  sluili  not  attempt  to  describe  these  disorders  to  from 
the  point  of  view  ♦>f  pathojo^'  v  or  morbid  jtnatumy.  beeau.-e 
to  do  HO  woidd  be  to  assume  a  knowle(%e  wbii^  we  ^  noi 
possess.  I  shall  dr;.|  w  ith  them  purely  from  A»  eltiwal  «r 
syniptoiiuitie  standpoint.    •  ^ 

The  HymptoniR  of  (%e)*tive  disorder  in  infancx-  nre  liot^t 
local  and  ireneral.  The  local  symptoms  are  ol  liree  s(  i  ts  - 
folic,  vomiting,  and  diairhavi  but  I  need  haully  say  trial 
these  different  s\  niptoms.  althoiigh  one  d<  .cribes  them 
»ep«rately.  vet  >  commonly  coexist  in  the  same  csfse.  The 
second  or  general  j^roup  of  symptoms  may  be  compriM  d  in 
the  one  term  •  wasting."  To-day  1  shall  deal  only  witli  the 
local  symptoms.  The  gt  eral  symptom— w  asting — ma\  be 
more  eonvciiiciitly  defei  d  until  we  speak  of  muf^s^tii  as 
a  special  disease  di^esti  disordtera  beiug  only  OBBfdwmso^' 
causes  which  ma\  lead  i  it. 

Let  us  be^'in  then,  with  tAat  very  e(»mmon  di»f.?*leT. 
griping,  or  c«»lic.    1  think  one  can  di.stingui»h  three  ,  aases 
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iis  Lziviii^  ri~if  to  the  pit,iuiiil  t<>ntr;«ih  ■!  If  iiiK  stinc 
w  fiit  h  «t'  t  ill!  t  'lie.  Tht-  ftrht  <  i  t\u-M>  h  u  itu  y  due  to  fer- 
mtttttalion  oct'tti  ring  in  th#  mift.  ami  pr«idttetng  kwlic  and 
dtliiT  »«•!<!»«,  M>  ii  itrifal*-  'In-  '  aii  !  uiduce  over-eoi 
tnwtion  fi its  \  ,11.  Tin--  (i/im'  1  fHThai>H th»"«-omni<»ner 
cause  is  the  «>xistenM-  "f  mv\  • -^i  i  crt^-in  or  (  uhIh  in  tht' 
Intestine.  I  tuKI  you  t  Uat  th=  great  tliflirulty  in  the  feeding 
of  infants  v  ''li  (  "  x  ".s  in  k  tht-  M(|i/(-.til>ility  of  the  cftHein. 
ind  tliei"'  i>  no  i-omt»i>  iier  ■  it  t-qi,  iwe  of  that  than  the 
productkyn  of  ctjiic.  Thf  third  i  sm^  h  Hh*  Wpsene©  <tf  §B8 
in  the  bow*-!. 

Hon  are  y  -n  ■    f»'Pou  ,ii     colic  '    '  «■ 
jtiiiii.    'H  coBTi*.  pain  in  li     ca  u  ^ 

not  in  words,  I^Ht  h\  ^ries,  if  mI  w  in  »  jt  \ 
aM'l  friMjii  nt  icrear  rie  •*  shi  ' 
the  poMSibilitv  t        i      lo    t'  . 


cauReH  of  fterh. -tt'  t  .earn 

causes  for  ^  reainui^i  s  hich 

of  tliese  i      trach  t 
exist*  uce      carR   .<  \ 

in  the  nahit  of  ,    ttin.:  Iii 
may  i»a4tea!    so  .on  tl; 
tfttxm  '  A  ^    *ent  Si  n 
{iit»lh«m  i  *!rtaiiii\  f  tn 
U  om  »hi«"h  you  shf 
It'eii.aig  ami  earat'  m 

35   *  irrj  is  U  oniJi! 


'•f  symptom  18 
is  expreswed 
i  find  caestant 

vou     ink  of 

CO  iOlH'ttt 

Tbt^re  ai     howevi  other 
'  you  into  errw  One 
iliiiu  ult  to  be  sure  of  the 
,  infants  ;  but  in  »uch  a  case 
<4r  \mt  that  the  child  haa  been 
ail  i  t'  tin- car  or  head  and  this 
♦•at  «»f  pain.    Another  possible 
ing  is  t^etJnny,  a  cause  which 
xa|.'  'era^,  but,  nevertheless,  it 
lys     ve  in  mind  as  a  possibility. 
M  >ftvii  to  go  togetiier.  Another 
cH^ivmM'^ait  you  tirfnk.  just  a» 


til  ii  you  are  apt  to  think,  is  renal 
urpri^ing  to  you  to  be  told  that  little 
ifir    f^m  refial  colic  at  aU,  but  the  probability  is 
ihtr    ^^^i  hiim  ir  as  fivquently  as  groT\  p.  up  pencau 
■f  ,     rse       '    not  mean  to  say  that  ;  iiildn-n  pass 
tjt    ih'  1  gravel.    You  may  have  seen  in 

tifr  !  ,t  wrftrtpHt  m  the  kidneys  of  quite  young  infants 
whi.  M  CO],  tined  ii  acid  infarcts,  and  even  in  foetuses  in 
ut^  •)  you  may  find  them.  Another  possible  cause  of  scrca  m- 
hiij  ia  phimosis,  which  gives  rise  to  straining  on  parsing 
wf^a* ;  and  the  pain  which  that  entails,  the  result  of  wiurt 
•m-  Boey  perhapis  speak  of  as  a  colic  of  the  bladder,  expresses 


46 


LECTITRES  OX  DISKASKS  of  (  lilLDUKX 


itself  in  screaming.  Another  group  of  causes  wliich  you 
have  to  think  of  when  a  child  is  constantly  screaming  is 
tenderness  of  the  bones,  resulting  from  scurvy,  or  poKsibly 
from  rickets  in  its  ac  uter  forms,  or  from  congenital  specific 
disease.  In  that  case  the  screaming  will  be  more  noticeable 
when  the  child  is  handled,  or  when  he  is  put  into  his  bath, 
and  that,  along  with  a  careful  examination  of  the  bones,  will 
enable  you  to  establish  or  exclude  this  cause.  There  remains 
one  other  cause  of  screaming  which  you  ought  to  think  of 
when  you  have  excluded  every  other  possibility,  and  that 
is  mental  deficiency.  One  of  the  signs  of  defective  cerebral 
development  in  young  infants  is  screaming  without  apparent 
reason.  You  will,  therefore,  bear  in  mind  those  possible 
causes  before  you  conchuh'  too  hastily  that  the  child  is 
screaming  because  of  colic.  But  you  must  also  remember 
that  colic  is  perhaps  commoner  than  all  these  other  causes 
put  together. 

The  signs  by  which  you  recognise  colic  are.  in  tlie  first 
place,  hardness  of  the  abdomen.  You  put  your  hand  on 
the  chiU'g  abdomen,  and  feel  that  it  is  unusually  resistant  ; 
intteed,  it  may  be  almost  knotty.  You  may  feel  little  coils 
of  intestine  standing  out.  coils  of  firmly  contracted  bowel. 
And  you  will  observe,  in  the  second  ^)lace,  that  as  the  child 
screams  he  tei^  to  draw  up  his  legs.  Hie  screaming  may 
even  be  so  extreme  that  the  child  p- sses  into  a  condition  of 
convulsion,  for  there  can  be  no  doubt  that  the  irritation 
earned  by  tind^ested  food  in  the  intestines  may  be  an 
exciting  cause  of  convulsions  in  young  children.  Another 
sign  by  which  you  can  be  quite  certain  that  the  pain  is  due 
to  colic  is  the  cessation  of  the  screaming  on  the  passage  of 
fia^.  U  that  hi^pem  you  may  be  »Bre  that  colic  was  the 
cause. 

Those  being  the  signs  and  symptoms  l)y  which  you 
recognise  colic,  we  now  come  to  consider  how  you  are  to 
treat  it.  I  shall  describe  first  of  all  what  ought  to  be  the 
immediate  treatment  of  an  attack  of  coh'c.  and  then  1  shall 
ask  you  to  consider  with  me  by  what  means  you  may 
prevent  the  attacks  coming  back,  Srst  ihing  to  be 
done  in  ar.  attack  is  to  apply  warmth  to  the  abdomen.  You 
can  do  that  by  friction  with  warm  oil,  by  wana  ft^ata- 
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tiona,  or  by  poultices  of  inseed  or  mustard  ;  and  in  very 
extreme  case-s  it  may  even  be  necessary  to  use  the  mustard 
bath.  In  addition  to  the  external  application  of  warmth 
you  can  apply  it  internally  with  advantage  hy  means  of  an 
enema  of  warm  water.  Inject  2  or  3  ounces  of  water,  as 
hot  as  the  child  will  bear  it,  well  up  into  the  large  intestine. 
In  addition  it  is  well  to  give  carminatives  by  the  mouth  to 
aid  in  the  expulsion  of  flatus  ;  peppermint- water  or  dill- 
water  are  suitable  for  the  purpose.  Some  prefer  to  give 
small  doses  of  sweet  spirit  oi  rd^e,  say  10  drops. 

By  means  such  as  these  you  will  generally  succeed  in 
cutting  short  an  attack  of  colic,  and  then  you  have  to  con- 
sider how  you  are  to  prevent  its  recurrence.  One  may 
divide  cases  for  this  piu-pose  into  two  groups  :  first,  those 
which  are  being  fed  by  the  breast  ;  and.  secondly,  those 
which  are  being  fed  by  the  bottle.  If  a  breast-fed  child  is 
suffering  from  coIk  you  will  probably  find  on  inquiry  tiiat 
it  is  being  fed  too  often  o:  at  irregular  intervals.  All  that 
you  require  to  do  in  such  a  case  is  to  regulate  the  feeding — 
to  feed  every  two  and  a  half  hours  instead  of  every  two 
hours,  or  every  three  hours  instead  of  every  two  and  a 
half,  as  the  case  may  be.  The  tendency  to  overfeeding  in 
those  cases  is  a  natural  one,  because  the  taking  of  warm  milk 
into  the  stomach,  just  a»  tlie  injection  oi  warm  wat«r  into 
the  rectum,  temporarily  relievos  the  colic,  and  the  mother, 
finding  the  child  is  relieved  by  suckling,  tends  to  go  on 
giving  the  breast  too  often,  and  so  a  vicious  curcle  is  set  up  ; 
and  what  nou  liave  to  set  yourself  to  do  is  to  break  that 
vicious  circle  l»y  seeing  that  the  child  is  fed  regularly  by  the 
clock,  and  not  at  irregular  intervals.  In  some  cases  the 
colic  of  breast-fed  chiUren  seems  to  be  due  to  easetn  of 
the  mother's  milk  being  either  too  abundant  or  for  some 
reason  more  difficult  of  digestion  than  usual.  When  you 
meet  with  such  a  case  you  will  sometimes  find  it  of  advantage 
to  administer  a  few  teaspoonfuls  of  lime-watw  to  the  child 
before  each  feed,  the  lime-water  being  sweetened  a  little  to 
make  it  acceptable  to  the  child.  Or  you  may  give  a  couple 
of  gr&^  at  ei^ate  ai  soda  dissolTed  in  a  tftbteepooirfsl  of 
warm  water  in  the  middle  of  the  feed.  Further,  you  will 
remember  to  corrt  t  any  oonstipfttion,  which  is  so  common 
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in  breast-ftHl  tliildren — a  most  important  point,  and  one 
which  I  shall  deal  with  in  another  lecture  (Lecture  VIII.). 

If  the  colic  still  persists,  the  question  will  arise,  Are  vou 
to  wean  the  eliild  or  not  t  Here  I  would  remind  you  of 
what  I  said  in  the  last  lecture,  that  mere  dige.stive  disorder 
is  !)y  itself  no  necessary  indication  for  weaning  ;  it  is  only 
if  the  diuestive  disorder  is  a(  eomi)anied  hy  a  ])ersistent  and 
steady  loss  of  weight  that  you  are  justified  in  taking  that 
step.  So  if.  after  correcting  errors  of  feeding  and  constipa- 
tion the  weight  still  goes  down,  you  may  consid^*  the 
question  of  weaning. 

\Ve  w  ill  pa>s  now  to  the  commoner  state  <»f  things  which 
you  have  to  deal  with — ^namely,  the  prevention  of  colic  in 
an  infant  who  is  Ix  ini:  feil  by  the  bottle.  The  great  cause 
of  colic  in  bottle-fed  babies  is  a  want  of  cleanlinos.s  in  pre- 
paring the  mi  lk*land  in  particular  it  is  the  continuous  use 
of  those  tube  botlles  of  which  I  have  alreadx  had  occasion 
to  point  out  to  you  the  dangers.  Such  bottlo  produce  far 
more  colic,  probably,  than  any  other  one  cause.  Your  first 
duty  is  to  see  that  the  child  has  a  projn^r  and  clean  bottle  ; 
and.  .secondly,  just  as  in  the  case  of  breast-feil  children,  see 
that  the  feeds  are  regulated,  and  not  given  too  often.  Your 
third  care  will  be  to  see  that  the  mixture  which  the  child 
gets  is  sufficiently  digestible.  AssttflMl^  tliat  the  bottle  is 
clean,  and.  therefore,  that  fermentative  action  has  not 
occurred,  the  colic  may  be  put  down  to  the  indigestibility 
of  casein.  To  correct  that  you  have  to  give  a  mixture 
which  contiiins  less  casein,  or  in  which  the  casein  has  l)cen 
rendered  more  digestil)lc  in  one  of  the  ways  1  have  described 
when  speaking  <if  infant  feeding.  You  may  also  /  'quire,  as 
in  the  case  oi  tw^Mst-led  children,  to  eorreet  oonsttpatioA ; 
but  more  <  ..mmonly  you  will  have  to  deal  with  diarrhoea, 
and  the  best  ways  of  treating  that  we  shall  ct)n8ider  whejB 
we  speak  of  diarrhoea  as  a  symptom  of  digestive  disorder. 

In  all  ca.ses  of  colic,  both  in  breast-fed  and  bottle-fed 
chihlren  you  will  find  the  administration  of  a  carminative 
between  the  feeds  of  help.  A  carminative  mixture  for  a 
young  infant  should  contain  <^tatn  definite  li^rediests. 
First  «)f  all.  it  should  b«'  alkaline,  antl  therefore  you  use 
bicarbonate  of  soda  (2i  grains)  as  the  basis.    It  should  be 
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alkaline,  because  colic  is  so  often  'iue  to  acidity  in  the 
intestine.  You  supplement  this  with  an  aromatic  mixture 
which  is  also  alkaline  ;  for  instance,  aromatic  sp&its  of 
ammonia.  2J  minims.  Secondly,  to  make  this  pleasant,  you 
will  adtl  a  little  glycerine  (2  minims).  It  is  always  advisable 
if  you  can  to  make  medicines  pleasant  for  infants,  and  one 
<if  the  best  ways  of  doing  this  is  to  add  glycerine.  Syrupy 
preparations  are  less  suitable,  because  tliey  are  apt  to 
ferment,  and  as  you  have  akeady  got  fermentation  going  on 
you  do  not  want  to  do  anythii^  to  increaw  it.  Hiirdly, 
you  make  the  mixture  up  to  a  teaspoonful  with  peppermint 
or  some  other  carminative  water.  This  should  be.  given 
Iwtween  the  feeds,  and  it  will  be  found  useful  in  all  cases. 
In  addition,  you  should  see  that  a  child  who  suffers  from 
colic  is  kept  very  warm.  A  common,  but  often  unsuspected, 
cause  of  the  disorder  is  chilling  of  the  abdomen.  Inquire, 
therefore,  into  tiie  covering  of  the  ehiM's  abdomen,  and 
insist  upon  his  having  a  broad  flannel  binder,  even  though 
he  be  beyond  the  age  at  which  binders  are  used,  and  see 
that  the  binder  does  not  slip  up  over  the  chest  and  leave 
the  abdomen  unprotected.  8ee  also  that  the  feet  and  legs 
are  kept  warm  for  cold  feet  are  a  verj-  common  cause  of 
colic  in  young  babies.  •  The  child  should  have  warm  socke, 
and,  if  necessary,  a  hot  bottle  to  tiie  feet.  If,  in  spite  of 
all  yoji  do.  tlie  colic  persists,  aiKi  if  at  ^  same  time  the 
infant  is  gaining  weight  (which  sometimes  does  happen),  so 
that  you  are  not  justified  in  making  any  great  alteration 
in  the  feeding,  you  may  perhaps  require  to  have  recourse  to 
opium  in  some  shape.  You  should  not  give  opium  any 
oftener  than  you  can  help,  but  sometimes  you  are  driven  to 
use  it  owing  to  the  pwsistent  {Mtn  which  the  child  suflrars. 
The  best  preparation  to  use  is  codein,  or  ^  grain,  which, 
with  glycerine  and  some  carminative  water,  makes  a  very 
suitable  opiate  for  a  young  child. 

VOMITING. 

I  now  pam  on  to  the  oomh^na^km  d  wmHnff  as  a  sign 
of  dyspepsia  in  young  infants.  There  are  two  varieties  of 
vomiting  which  you  will  learn  to  rec<^nize  when  you  |^ 
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into  practice  as  sigas  of  digestive  dis(«cler.  There  is 
(1)  acute  vomitin't,  which  is  usually  the  result  of  an  attack 
of  gastric  catjtnli  :  uhI  there  is  (2)  chronic  vomiting,  which 
may  be  the  j'^sult  of  ehronic  gastric  catarrli.  but  is  very 
commonly  due  merely  to  unsuitable  feeding. 

You  will  liave  no  difhculty  in  recc^nizing  the  MVte  ifPt, 
The  child  will  be  brought  to  you  with  the  history  that  he 
began  to  vomit  a  few  hours  before.  You  will  find  that  the 
skin  is  hot,  the  tongue  thickly  furred,  and  that  there  is  a 
sour  smell  about  the  breath.  The  only  diflBculty  in  your 
diagnosis  will  be  the  exclusion  of  more  serious  disease. 
Many  of  the  acute  specific  fevers  in  children  begin  with 
vomiting  ;  so  do  many  intracranial  diseases,  and  you  may  at 
first  be  doubtful  whether  you  are  not  dealing  with  sonu» 
such  case,  particularly  as  acute  gastric  catarrh  is  often 
accompanied  by  a  high  degree  of  pyrexia.  You  may  do 
wisely,  thrarefore,  to  reserve  your  diagnosis  at  first. 

The  proper  treatment  of  acute  vomiting  is  by  starvation. 
You  need  never  be  afraid  to  starve  young  children  in  the 
matter  of  solid  food.  It  is  said  that  infants  hear  starvation 
badly.  That  may  be  true  of  chronic  underfeeding,  but 
babies  will  stand  the  complete  withdrawal  of  all  nourish- 
ment for  two  or  three,  or  even  more,  days  without  any 
disadvantage,  and,  indeed,  often  with  great  benefit,  pro- 
vided always  that  you  fulfil  two  conditions.  The  first  of 
these  is  that  the  child  is  kept  warm.  Children  stand  starva- 
tifm  badly  simply  because  they  lose  so  much  heat  from 
their  surfaces,  a  fact  which  is  true  of  all  young  animals. 
And  the  second  condition  is  that  water  must  on  no  account 
be  withheld.  Children  stand  the  withdrawal  of  fluid  very 
badly  indeed.  So  when  I  say  that  they  are  to  be  starved 
it  means  that  they  .are  to  be  given  nothing  which  can  be 
described  as  nourishment,  but  they  must  nave  abundant 
liquid  ;  and  in  such  cases  as  we  speak  of  that  may  take  the 
form  of  boiled  water,  or.  if  you  like,  and  in  order  to  satisfy 
the  mother,  one  may  administer  a  thin  decoction  of  barley 
or  weak  veal  broth .  The  liquid,  whatever  it  may  be.  shouUl 
begima  cold  with  a  t^ispc^n. 

You  will  find.  als(».  a  great  help  in  these  cases  from 
washing  oat  the  stomach.   This  is  the  first  time  1  have 
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had  ocoasiun  tu  meutiuii  washing  uut  of  the  stomach  as  a 
therapeutic  measure  in  children.  I  can  only  aay  that  you 
will  find  it  of  the  very  greatest  use  in  all  oases,  acute  or 
chronic,  whether  in  breast-fed  or  l)ottle-fod  infants,  where 
vomiting  is  a  prominent  symptom.  The  method  is  so 
simple,  it  18  8o  safe,  and,  compared  with  a  similar  prcweeding 
in  adults,  so  conipiiiatively  pleasant  to  tlie  patient,  that 
you  need  have  no  hesitation  in  employing  it.  You  should 
use  for  the  pur|)ose  a  small-size  red  rubber  oesophageal  tube. 
The  oesophagus  in  a  baby  is  bigger  than  yon  might  think  ; 


it  is  cwtainly  bigger  than  an  ordinary  pencil,  and  you  will 
be  able  to  get  the  smallest  size  of  tube  down  it  without 
difficulty.  It  is  an  advantage  to  use  a  tube  which  is  rather 
large  than  otherwise,  because  the  tendency  of  a  small  tube 
is  to  permit  r^urgita^n  of  tnid  akn^i^,  which  leads  to 
coughing  and  choking,  and  to  struggling  on  the  part  of  the 
child.  The  oesophageal  tube  is  connected  by  means  of  a 
piece  of  glass  tubing  to  another  piece  of  soft  rubber  tube, 
and  that  to  a  funnel  such  as  I  show  you,  which  is  reallv 
nothing  more  than  the  barrel  part  of  a  glass  syringe  from 
which  the  piston  has  been  removed.    A  funnel  of  this  shape 
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has  the  advantage  that  you  can  blow  (l(j\vu  it  if  you  want  to. 
Sometimes  the  eyelet  of  the  cBsophagoal  tube  gets  blocked 
with  fi  mass  of  casein,  and  it  is  (lien  aii  iMlvaritagi'  to  be 
able  to  put  your  mouth  over  thi-  top  of  the  funnel  and  dis- 
place the  casein  by  blowing,  liy  tlie  8ame  means  you  can 
produce  a  sort  of  shower-bath  in  the  interior^  the  stoaiach. 
and  bv  projecting  the  fluid  with  some  force  througli  the 
tube  you  can  wash  away  the  mucus  and  ma^«es  of  casein 
which  have  accumolated  there.  It  does  nei  H»atter  n»ch 
what  fluid  is  used  iit  the  washing  out.  I  Hwallx  employ 
plain  water.  You  can  use  it  quite  hot.  remembciing  that 
it  always  tends  to  get  cooler  as  it  passes  down.  But  if 
there  is  a  very  soar  odour  in  the  In-eath,  I  reeommend 
you  to  add  a  little  ])icarbonate  of  soda — a  teiuipoonful  to 
the  pint — brfore  the  final  washing.  Having  coB^leted  the 
washing,  you  will  find  it  an  advantage  to  leave  an  ounce  or 
two  of  flui<l  behind,  for  tiiis  liclps  to  fulfil  the  condition  which 
1  have  laid  down,  that  the  child  nvust  be  kept  supplied  with 
a  large  quantity  of  liquid  when  he  is  being  starved.  The 
hot  water  also  acts  as  a  kind  of  internal  poultice,  and  is 
soothin<:.  After  this  manipulation  a  child  will  often  go 
quietly  off  to  sleep,  though  he  may  have  been  screaming 
for  some  horn's  befort  the  washing  out  was  done. 

You  will  not  find  drags  of  much  assbtance  ia  aeaie 
vomiting.  If  you  wish  to  have  recourse  to  them,  one 
would  recommend  especially'  small  repeated  dost  s  of  calo- 
mel, particularly  if  the  tongue  be  much  furred  ;  ,o  to  grain 
ev«ry  hour  for  half  a  dozen  doses  is  a  suitable  quantity 
for  an  infant,  and  that  may  be  followed  by  the  use  of 
bismuth,  either  the  carbonate  or  the  subnitrate.  Be  sure 
always  to  give  bismuth  in  lai^^e  doses  ;  that  is  to  say,  never 
less  than  10  grains,  and  even  in  a  yotti^  ixiuit  yott  oangtve 
more  than  that  with  advantage. 

The  ehronic  Tomiting  which  is  the  result  of  digestive 
disorder  is  of  quite  a  different  nature  to  that  I  have  been 
describing  ;  and  I  would  make  this  first  remark  about 
chronic  vomiting  in  young  infants,  that  it  is  of  no  importance 
at  all  unless  it  he  accompanied  hy  progreggive  loss  of  weight. 
Ycm  are  not  to  get  anxious,  as  nurses  and  mothers  do, 
because  a  child  vomits  after  his  feeds.   Many  children,  like 
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the  Romans  of  old.  luavo  a  way  of  swall(nvjng  more  than 
they  want  and  rejecting  the  excess,  and  that  is  not  a  habit 
which  need  alarm  you.  Indeed,  there  is  a  saying  amongst 
the  nurses  that '  sick  babies  always  thrive.'  It  is  only  when 
the  vomiting  is  accompanied  by  progressive  loss  of  weight 
that  you  should  take  it  seriously.  The  second  remark  I 
would  make  is,  that  if  you  are  dealing  with  quite  a  young 
infant-  that  is  to  say.  one  a  few  days,  or  at  most  a  few 
weeks  old — and  if  the  vomiting  has  dateil  from  birth,  ^ou 
should  make  certain  if  you  can  that  you  are  not  dealing 
with  a  case  of  congenital  pyloric  obstruction.  That,  \un\- 
i'vcr.  is  a  subject  of  so  much  importance  that  1  shall  devote 
a  special  lecture  to  its  consideration. 
Kow.  Imr  oibrnM  yes  tmA  that  ^imde  fwm  of  vomiting 

wliii  li  is  the  result  of  purely  digestive  disorder  ?  The  first 
tiling  is  to  regulate  the  feeding.  Vomiting,  if  it  is  habitual, 
means  that  the  child  is  getting  a  mixture  which  is  too  strong 
for  it.  and  you  must  dilute  the  milk  still  further,  or  else 
give  it  in  a  more  digestible  form.  And  here,  again,  it  will 
be  extremely  important  to  regulate  the  times  of  feeding, 
takii^  care  that  the  bottle  is  not  given  too  often.  In  thme 
cases,  also,  you  will  find  periodic  washing  out  of  the  stomac  h 
to  be  of  the  very  greatest  service.  You  can  employ  it  every 
day,  or  even  oftener,  with  the  greatest  benefit.  With  regard 
to  dri^s,  I  would  only  say  again  that  they  must  take  quite 
a  subsidiiirv  place.  It  is  only  after  yon  have  corrected  the 
feeding  and  washed  out  the  stomach  thoroughly  that  you 
should  think  of  drt^  at  afi.  You  will  find  bfemi^  one 
of  the  most  useful  if  given  in  large  doses.  In  other  cases, 
again.  2  or  3  minims  of  dilute  hydrochloric  acid,  with  a  little 
glycerine  and  some  carminative  water,  will  be  advantage- 
omiy  prescribed.  I  cannot  tell  you  beforehand  which 
cases  will  do  best  with  bismuth  and  which  with  hydrochloric 
acid.  I  think  it  is  more  or  less  an  experiment  in  every  case  ; 
but  one  or  other  ot  these  drugs  will  generally  be  very 
beneficial,  supposing  you  have  failed  to  relieve  the  child 
by  adjustix^  the  feeding  and  washing  out  the  stomach. 


LECTURE  V 


CONGENITAL  PYLORIC  STENOSIS 

(Jenti.f.mkn. — (V>iig('nital  liyportropliy  of  the  pylorus,  or 
congenital  hypertmpliie  stenosis,  as  it  is  sometimes  termed, 
the  subject  of  my  lecture  to-day,  is  a  condition  which  has 
only  been  generally  recognized  in  the  last  decade  or  so.  hut 
which  is  probably  very  much  commoner  than  is  generally 
believed,  and  I  am  perfectly  »me  that  anyone  who  i8  capable 
of  diagnosing  it  will  meet  with  cases  in  h's  practice  not  very 
infrequently.  Inasmuch  as  the  treatment  of  this  condition, 
if  it  is  to  be  successful,  must  be  begun  early,  it  is  extremely 
important  that  you  should  be  able  to  diagnose  it  when  you 
9ee  it,  and  that  is  why  I  am  devoting  a  special  lecture  to  it. 

I  shall  not  trouble  you  with  the  history  of  our  knowledge 
of  congenital  pyloric  stenosis,  because  that  really  does  not 
throw  any  particular  light  upon  the  nature  of  the  condition, 
and  it  is  of  no  use  to  you  in  your  practice,  sr)  I  shall  begin 
at  once  with  the  symptoms,  which,  fortunately,  are  few  and 
definite.  The  kind  of  case  which  exhibits  congenital  pyloric 
stenosis  is  this  :  The  child  is  usually — indeed,  I  may  say 
nine  times  out  of  ten — a  boy,  and  he  is  brought  to  you 
when  a  few  weeks  old  because,  as  the  mother  .says,  she 
cannot  find  any  food  to  suit  him  at  all.  She  will  complain 
that,  no  matter  what  food  she  tries,  it  results  in  the  pro- 
duction of  vomiting.  You  will  usually  find  that  a  great 
many  different  foods  have  been  tried — many  of  the  patients, 
indeed,  have  run  the  whole  gamut  of  the  patent  infant 
foods,  in  the  market — and  yet  the  vomiting  goes  on.  There 
is  a  very  curious  fact  about  the  vomiting,  and  it  is  this  : 
that  when  a  new  food  is  t^ied  it  will  often  seem  to  suit  tlie 
child  fcHT  a  period  oi  about  tweuty-four  hours,  «r  a  little 
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longtT.  and  then  the  vomiting  begins  again,  and  will  go 
on  every  day  until  a  new  food  is  tried,  when  it  will  agftin 

often  cease  for  a  day  or  two,  onfy  to  rec  ommencp  onvo  more. 
At  oiw  h  of  these  oot  urrenct'H  the  hopes  of  the  mother  are 
buoyed  up  ;  wlie  believes  she  has  at  last  foutul  the  kind  of 
food  that  is  going  to  suit :  but  they  are  immediately  dashed 
to  the  ^Tound  again  when  the  vomiting  reasserts  itself. 
Why  it  is  tiiat  the  new  food  is  often  borne  for  a  time  in  these 
cases  I  cannot  tell  you  ;  it  is  one  of  the  many  cnriow  oUideal 
facts  that  characterize  this  condition. 

On  careful  inquiry,  you  will  usually  find  that  the  vomiting 
has  not  strictly  dated  from  the  moment  of  birth.  As  a 
mle,  you  will  be  told  that  the  child  was  born  a  fine,  healthy 
child  ;  that  he  was  fed  from  the  breast  at  first,  and  all  went 
well  for  a  wwk,  ten  days,  or  a  fortnight,  but  then  vomiting 
began,  and  the  child  was  taken  off  the  htmmt,  rery  often  hy 
medical  advice,  because  of  the  continuous  sickness,  and  put 
on  to  some  artificial  food.  As  that  was  also  followed  by 
vomiting,  another  artificial  food  was  tried,  and  so  on. 

I  want  you  to  observe  becanw  it  has  some  bearing  upon 

the  view  that  one  takes  of  the  pathology  of  the  condition- 
that  the  vomiting  is  not,  strictly  speaking,  congenital ;  it 
is  more  usual  for  it  to  begin  ten  days  or  a  fortn^t  rfter 
birth.  In  addition,  the  vomiting  has  certain  peculiarities 
which  characterize  it  and  distinguish  it  from  the  ordinary 
vomiting  of  dyspepsia.  In  the  first  place,  it  is  often  ex- 
tremely violent,  mr  what  is  termed  '  parojectite '— that  is 
to  >^,•^v.  the  child  will  suddenly  throw  out  the  stomach 
contents  forcibly,  often  projecting  them  quite  a  long  way 
from  itself.  This  forcible  or  projectile  character  is  oi»  of 
the  things  that  distinguishes  the  vomiting  of  congenital 
j)yl(.ric  stenosis  from  that  which  is  due  to  ordinary  dyspepsia. 
The  vomiting  is  also  characterized  by  its  abundance,  and 
the  mother  will  tell  you  that  the  child  Inrii^  «p  much  more 
food  than  it  swallowed  at  its  last  feed.  Further,  you  will 
often  be  told  that  the  child  brings  up  a  quantity  of  '  slime  ' 
with  the  vomit.  Slime  is  what  you  and  I  know  as  mnctM, 
and  the  bringing  up  of  a  quantity  of  mucus  is  another 
of  the  things  whksh  chtfaetedze  ^is  partacukur  kind  <rf 
vomiting. 
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Another  prominent  Mymptum  that  the  child  will  exhibit 
befiM«8  the  characteriiitfo  Toinitii^      profremve  Iom  of 

vrighf.  Tliiit.  of  rourse.  is  natural.  If  the  child  w  con- 
Htantly  vomitiiiii.  it  jiatnralh  loses  weight,  an«l  along  with 
the  loss  of  weight  tlure  is  a  shrivelling  up  c)f  the  skin,  and  a 
I088  of  its  elaHticity .  8ueh  as  you  meet  with  in  cases  of  chronic 
diarrluea  in  •  liildri  ii .  Thv  loss  of  wei<ilit  inity  proceed  until 
it  reaches  a  very  serious  degree  ;  such  ehildien  may  waste 
away  nntil  they  are  literally  mere  skin  and  bone. 

The  third  thinji  which  characterizes  a  case  of  pyloric 
stenosis  is  that  tlie  child  is  usually- indeed,  alnmst  in- 
variably— constiiHiled.  That  is  a  sign  of  very  great  impor- 
taiK»e.  became  if  a  ehiM  is  vomiting  from  aTnnit«bility  of 
food,  instead  of  heini;  constipated,  it  usualix  lias  diarrhoea  ; 
and  a  combination  of  vomiting  idus  coiustipation  shonkl 
always  aroww  in  your  minds  strong  suspicions  that  yon  are 
dealing  with  a  case  (»f  this  sort.  The  rea.son  for  the  con- 
stipation in  this  case  is  obvious.  If  no  food,  or  very  little 
food,  is  entering  the  intestines,  obviously  there  nuist  1m' 
very  little  in  the  way  of  excreta  to  go  ont  of  the  intestines, 
and  the  cojistipation  therefore,  is  what  is  sometimes  calU-d 
the  '  constipation  of  starvation.'  It  is  the  inevitable  result 
of  the  small  amount  of  nutriment  which  is  finding  its  way 
thr()\i!j;h  the  pylorus  into  the  bowel. 

When  you  eomo  to  examine  the  child  for  physical  signs, 
you  will  be  at  once  struck  by  the  emaciation.  Observe  that, 
i^^ough  the«»  children  are  eraaeiated,  they  are  not  eaeheetic, 
and  that  is  a  point  worth  noting.  They  show  the  thinness 
of  starvation,  but  not  the  thinness  of  cachexia.  In  other 
WOTds.  although  thin,  often  miserably  so,  they  are  not 
anaemic,  and  you  know  that  it  is  a  combination  of  emaciation 
with  anaemia  which  makes  up  cachexia. 

In  examining  the  abdi>men,  you  will  usually  find  that 
there  is  a  certain  amount  of  fuliwss  in  the  upper  part  above 
the  und)ilicus.  whereas  the  rest  of  the  abdomen  is  sunken. 
And  then,  having  your  suspicions  aroused,  you  should  look 
for  what  is.  after  all.  the  most  characteristit;  sign  of  the 
conditHin — viz..  visible  stomach  peristalsis.  If  you  are  going 
to  succeed  in  .seein^j  visible  stomach  peristalsis,  you  must 
look  for  it  when  the  stomach  is  full.    There  is  no  use  in 
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exununing  a  iliiltl  for  gastric  periHtaUtw  shurtly  after  it  iiah 
been  sick  ;  if  yon  wMt  to  nuike  it  o«t.  yoo  should  always 

insist  upon  tlui  i  liild  Mag  fed  ia  your  proHcnco.  and  im- 
mediatoly  it  lias  taken  its  food  you  8h<»ultl  make  your  exami- 
nation. If  the  periutalHis  be  not  immediately  visible,  you 
mmy  womstSmBB  t^it  it  by  upplyba^  friction  over  the 
Htomach  ;  mnBfmglng  tiM>  itomach  may  hrin^  it  out.  TIiIh 
viHible  p^iatidni  wranwi  •  very  characteristic  form.  You 
will  see  appear  below  the  Mt  eostel  n«r|^  a  swelling 
about  the  i^hv  of  a  golf -ball,  M'hich  will  begin  to  travel 
doAMiwards  to  the  riyht.  svvoipinis;  above,  or  even  over,  the 
aml)ilicus,  and  wliicii,  before  it  has  diHapp^'ared.  is  followed 
fa^  another  swelling,  so  timi  a  dmbb^  or  hourglass-Ifte 
appearance  is  produce*!  over  the  upper  part  of  the  abdomen. 
Sometimes  in  extreme  cases  yuu  will  see  three  such  swellings 
— «r,  in  oth«  wr>rd»,  three  waves  ot  perbitalsis — slmtd- 
taneously  visible  t.ver  the  stomach.  Sttch  peristalsis,  if  it 
he  well  mnrh'l  is  absolutely  pathognr)mor  ic  of  the  con- 
dition, and  Honietimes  it  is  extremely  well  marked.  I  have 
MMi  it  BO  vn&  BMirl»d  that  ^  swelliag  of  ^e  stomaoh 
ooidd  be  se«'n  through  the  chilf''s  <  lothing.  Unless  it  be 
well  marked  >'ou  should  not  attach  importance  to  it,  because 
tiight  gastric  |  ^'Hstalsis  may  be  visible  a:  u  r  ur«ly  teansitcvy 
pl^nomenon  in  circumstances  other  th  -  !«>.^^  in  n^ieh 
there  ip  an  actual  coastriction  of  the  p\  ■ 

In  addition  to  the  emaciation  and  the  .  r  '>lt  peristalsis, 
yott  will  ftdl  in  mai^,  but  liv  no  meam  in  aUl,  of  ^ne  cams 
that  \ou  can  actually  feel  the  thickened  pylorm  ;  and  you 
can  feel  it  usually  to  the  right  of  the  umbilicus.  Observe 
that  sometimes  the  pylorus  cannot  l)e  felt,  even  in  undoubted 
cases,  for  the  sin^fo  reason  that  it  lies  tucked  11  p  under  the 
liver  where  you  cannot  get  at  it.  But  if  yr  u  ish  to  give 
yourself  every  chance  in  feeling  for  it,  there  it  a,  particular 
way  setting  about  it,  aiui  that  it  that  yon  i^ould  not 
merfiy  press  downwards  and  backwards  as  one  0'  es  in 
ordinary  palpati.  11  of  the  abdomen,  but  ytni  should  pnich 
up  the  deep  structures,  and  try  and  gra<^p  tlie  thickej i  d 
pylorus  between  your  ti^^  and  thumb.  You  then  tind 
an  elongated  swelling  about  the  size  of  .1  hazel-nut.  or  a  little 
larger  ;  and  sometimes,  if  you  are  lucky,  you  will  feel  it 
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jw'ttially  uii(lfijii>iii<i  coiitriictions  whilst  you  fed  it  ;  you  feel 
it  undergciing  relaxation,  ftiliowetl  by  hardi'iiing. 

If  you  proceed  further  in  your  examination  by  washing 
out  the  stomach.  y<ni  will  usually  be  able  to  make  out  that 
the  capftcity  of  the  stomach  is  increased — that  instead  of 
holding,  let  us  say.  a  couple  of  ounces  or  so,  which  is  normal 
for  that  time  of  life  the  stomach  holds  3,  4,  or  even  more 
ounces  of  fluid.  In  ()tlier  words,  you  can  prove  the  existence 
of  actual  ijmtric  (lilntalion,  and  that,  in  addition  to  the 
pertHtalHiH  and  the  palpable  tumour,  is  the  third  purely 
stomach  Hign  of  this  condition.  So  much,  then,  for  the 
symptoms  and  signs. 

It  w  ill  be  well  for  us  now  to  look  for  a  moment  at  what  is 
known  or  the  path<donr  ol  congenital  pyl<»tic  itenoiii,  and  I 
may  say  at  oiiic  as  rc^'ards  this  subject  that  we  do  not 
know  what  the  real  pathology  of  the  condition  is.  What 
w;»  do  know  is  that  in  those  cases  which  prove  fat«l,  or  in 
wl;ic!i  operation  has  been  performed  and  an  (»pportunity 
has  l>cen  given  of  inspecting  the  pylorus  d\n  iii<.'  life,  there  is 
present  a  great  thickening  of  the  pylorus,  uiiich  section 
shows  to  be  due  almost  exclusively  t«">  hypertrophy  of  the 
'"ircular  muscular  sphincter  of  tlie  pylorus  I  have  here  a 
few  specimens  which  show  this  thickening  very  well.  Here, 
for  example,  is  one  in  which  you  can  see  quite  well  with  the 
naked  eye  the  ring  of  thick  muscular  tissue  surrounding  the 
pylorus  and  which  pnutically  converts  it  intc  ,i  tid)e  of 
almost  cartilaginous  consistence.  That  is  one  thing  you  can 
make  out.  Another  thing  that  you  can  find  is  that  the 
whole  wall  of  thesttiuiach  is  more  or  less  hypertrophied  owing 
to  the  efforts  of  th<>  stomach  to  drive  its  contents  through 
this  narrow  ehamiel .  Thinlly,  you  will  find  that  the  mucous 
memlvane  of  the  stomju  h  is  in  a  state  of  chronic  catarrh. 
That  summarizes  nil  llu  rc  is  to  be  said  al»out  the  morbid 
anatomy  of  the  condition  :  there  is  an  hypertrophy  or  over- 
growth of  the  circular  fibres  of  the  pylorus  there  is  a  thicken- 
ing of  the  whole  w  all  of  tl»  gtomach,  and  th^  m  cfttarrfc  id 
the  nnicous  mend)<  f>,ne. 

.So  far  »  vi'r_\ oni'  is  agreed,  but  when  you  c<»me  to  attempts 
to  explain  how  these  anatomical  fiiKiii^s  are  |»ochu'ed  you 
at  otjce  entCT  the  sphere  of  very  acute  conteovewy.  You 
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may  sju"  tliat,  rotighly  speaking,  there  are  two  views  preva- 
lent as  to  how  it  is  that  this  condition  is  brought  about. 
Th^e  Is,  first,  the  view  that  kypertrophtf  of  the  muscular 
fibres  of  the  pylorus  is  a  congt  nlfitl  anomahj — that  there  is  a 
true  overgrowth,  a  true  hypertrophy  of  the  circular  muscular 
Hbres  existing  as  a  congenital  anomaly,  just  as  you  may 
have  a  congenital  club-foot  or  any  other  inborn  mal- 
formation. The  other  chief  view  of  the  pathology  of  the 
condition  is  tliat  the  hypertrophy  is  not  a  congenital  mal- 
formation at  all,  but  is  WMtcuiive  to  a  gpasm  of  the  pyhrua. 
riiose  who  adopt  this  view  maintain  that  the  condition  of 
which  we  are  speakin<r  is.  in  its  essence,  a  spasm  of  the 
plyorus  of  great  severity  and  of  long  continuance,  and  that, 
as  a  consequence  of  the  continued  spasm,  you  get  what  you 
obtain  from  over  use  of  nuis<  Ic  anywhere— hypertrophy — 
and  that  that  thick  pyh)rus  whicli  1  showed  you  in  the 
specimen  is  simply  the  result  of  over-use — it  is  the  result 
of  proloi^ed  and  repealed  spasm  of  the  sphinc  tcr  of  the 
|)ylorMs.  When  tliosc  who  liold  this  view  are  asked  how 
this  spasm  is  brougiit  al)out.  they  are  compelled  to  have 
recourse  to  various  hypt)thetical  explanations.  St>me  as- 
sume that  there  is  an  '  inco-ordination.'  X<iw.  gentlemen. 
inco-ordinati(»n  is  one  of  those  expressions  like  '  trophic 
effect,'  and  'toxin,'  and  'reflex  action,'  and  a  few  others 
which  are  often  used  as  a  cover  for  much  igm)rance  ;  and 
it  is  no  more  s,itisfa<  tory  in  this  case  than  it  usually  is. 
Then  there  are  some  who  say  the  spasju  of  the  pylorus  is 
brought  about  by  an  excess  of  acid  in  the  stomach  contents, 
because  it  is  known  that  excess  of  acid  in  the  stoma<  h  leads 
t  >  the  closinji  of  the  |)yiorus.  N<»  chemical  proof  has  Iwen 
a»lvan<  ed  that  such  excessive  acidity  actually  exists.  Others 
say  that  something  has  gone  wrong  with  the  chemkal 
mechanism  in  the  (hKMh*num  which  is  really  responsible,  as 
Vaw  low  has  shown  for  the  normal  <  pening  and  shutting  of 
the  pylorus.  But  all  these  explanations,  I  confess,  are 
extremely  unsatisfactory.  My  own  view  is  that  the  con- 
dition is  not  a  conuenital  anomaly,  but  tliat  the  second  view- 
is  right  explain  it  how  yon  nuiy,  and  that  wc  have  here 
{tfimarily  to  do  with  a  spasm.  In  favour  of  that  I  would 
only  point  to  the  two  great  clinical  fftcts  which  cannot  be 
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got  over  :  first,  that  thv  .s\ mptoins  d<»  not  come  on  immedi- 
ately after  birth,  but  generally  a  fortnight  or  more  later  ; 
and, second,  tliat  the  coiidition  is  ciipable  of  being  absohitely 
cured  by  purely  medical  treatment,  leaving  the  sfoiivaeli, 
as  I  have  jM-oved  to  my  own  satisfaction  time  and  again,  in 
a  perfectly  nor  iiial  condition  afterwards.  I  cannot  see,  on 
tlie  assumption  uf  a  copgenital  anomaly  of  formation.  Iio^v 
such  eases  should  make  a  perfect  recovery  without  operation 
and  without  any  dilatation  of  the  stomach  being  left.  I 
l»elieve,  therefore,  that  we  have  here  to  do  with  a  spasm 
which  goes  on  to  h_\  pertroj)hy.  but  how  that  spasm  is 
brought  about  I  confess  I  do  not  know .  and  from  the  point 
of  vievs  of  treatment  I  do  not  think  it  matters. 

That  brings  me  to  sjM-ak  of  treatment,  Xow  tlie  first 
essential  here  is  that  you  shoidil  begin  treatment  early. 
I  believe  that  failure  in  these  eases  is  due  to  the  condition 
being  recciyni/ed  too  late,  with  the  result  that  treatment  ir^ 
left  until  the  cliiid  is  in  such  an  exhanst.d  (((iidition  that 
recovery  is  diHieult.  if  not  impossible.  Tiiat  just  empha- 
si:!^  what  I  have  already'  said  about  the  impt^rtaiKe  of  ewly 
diagnosis 

The  first  and  most  important  of  ali  things  in  treatment  — 
I  put  it  before  diet  and  everything  else — is  systematic 
washing  otUof  the  sintnKch.  That  is  the  main  factor  in  getting 
these  cases  wt'U.  You  wash  out  in  the  ordinary  way  every 
day.  or  twice  a  day  if  need  l»e.  1  do  not  think  it  much 
matters  witat  you  use  to  wash  out  the  stomach  with,  but  at 
first  there  is  nn  advantage  In  usin;^  a.  weak  alkaline  solution 
— a  weak  solution  of  bicarbon.ite  of  soda,  for  >  xaniple — 
because  there  is  often  so  nmch  nuicus  in  tlie  stomach  owing 
to  the  prohmged  catarrh  of  the  mwsow  BWBsbrane,  which 
has  resulted  from  stagnation  of  the  ( ontents.  that  it  is  an 
advantage  to  use  an  alkaline  wash  to  bring  the  mucus  into 
solution,  and  so  get  rid  of  it.  I  prefer,  therefore,  at  the  out- 
set In  II.-  .1  <ira<  hm  of  biearlM»nat(- of  soda  to  a  pint  of  warm 
water,  and  use  it  oik  <  ..r  tw  ice  a  thiy.  The  immediate  result 
of  the  "  asliing  is  tliat  the  vomiting  ceases,  or  almost  ceases  ; 
tfc  will  emm  atewt  as  soon  as  you  have  got  rW  of  the  mucus. 

Th(>  s<'con(l  quest ir>n  lliat  f'aics  you  in  treatment  is.  fioir 
l/uu  art  luftttt  lh<  chihi.    Vour  object  must  Ije  to  give  food 
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which  will  pass  through  the  pylorus  as  easily  a?  possible, 
and  therefore  you  will  select  a  milk  which  doea  not  form 
large  dots  tliiit  is  obvious.  .\s  a  matter  of  fact  tliere  is 
nothing  better.  wli<m  you  can  get  it,  than  liumau  milk,  and 
that  is  why  it  is  unfortunate  n^n  these  eUMren  ha^e  been 
weaned  earl_\-.  as  tliey  usualfty  are,  under  the  impression 
that  breast  milk  is  (lisaf.'re<'iiig  witii  them.  That  is  always 
a  pity,  iMt  aUf.e  you  will  tiiul  wlieu  you  wean  them  that  you 
are  jumping  out  of  the  frying-pan  into  the  fire,  for  if  these 
<  iul(heii  are  not  ai)h'  to  retain  hinnan  milk  the  elumees  are 
they  will  not  retain  anything  else.  So  that  if  the  child  is 
at  the  breast,  you  should  keep  it  at  the  breast ;  if  it  is  off 
the  l)reast.  it  is  a  good  plan  to  get  a  wet  nurse.  The 
])rai  ti,(  al  ditHculty  of  breast-fee<liu<^  is  that  these  patients 
need  to  be  fed  frequently  and  in  small  quantities,  and  that 
becomes  a  nuisance  to  the  mother.  In  some  cases  you  may 
have  to  draw  off  the  breast  milk  by  a  pump,  and  feed  the 
chikl  with  it  from  a  botth'  or  by  teaspoon  at  short  intervals 
of,  say.  every  hour.  Assuming  that  human  milk  is  un- 
obtainable. I  believe  the  next  he»t  is  fully  peptonissed 
milk.  <^iv«'n  diluted  witli  an  equal  quantity  of  water,  and  I 
do  not  believe  that,  beyond  that,  there  is  any  good  in 
searching  about  for  a  particular  food  that  will  suit  these 
children.  If  you  adopt  lavage,  and  do  it  properly,  you  will 
find  that  they  will  retain  their  food  well  enough,  but  you 
MriU  never  find  anything  which  will  pass  quite  satisfactorily 
throt^h  the  pylorus,  at  first  at  least.  Hence,  although  there 
are  many  combiiiatioiis  on  which  these  patients  will  do  well, 
such  as  whey  anil  cream,  whe^-  and  egg-white,  desiccated 
milk,  malted  milk,  and  so  on,  yet  my  experience  has  been 
that  if  they  do  not  do  well  «)n  peptonized  milk  they  wM 
not  do  better  on  anything  elsiv  and  there  is  no  use  in  per- 
plexing _v-ourself  l)y  a  large  choice  of  methotls  of  feeding. 

As  K^attbi  the  i^cvindB  (tf  feedit^.  the  frequency  and  the 
qoaatity  you  have  to  I)e  guided  by  the  capacity  of  the 
stomach  in  the  particular  case  with  which  you  are  dealing  ; 
you  have  to  feel  your  way,  and  to  notice  how  much  the 
child  can  stan«l  without  being  sick.  Sometimes  you  have 
to  f*  (  d  every  lialf  lionr  oi*  ever\  h>'Ur  or  tuo  hour^.  Here 
again  you  will  lind  that,  (»nce  you  start  washing  out.  you 
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will  soon  be  able  to  get  the  child  down  to  approximately 
the  ordinui  v  intervals  which  are  natural  and  r^t  for  a 

healtliy  diild  of  that  ane. 

Third,  us  regards  tiie  question  of  drugs,  1  believt-  there  in 
none  which  ia  of  any  real  U8e  in  this  condition.  Opium  in 
miiHite  doses  has  been  highly  reeommend<'d.  .}„  U>  ,'„  minim 
«)f  the  tincture  given  shortly  Ix-fore  eaeh  feed.  These 
quantities  seem  almost  InHiiitesimai.  almost  homanipathic, 
and  yet  I  have  known  one  of  theHe  children  rendered  iABO»t 
comatose  by  .}„  minim  of  tlie  tincture  of  opium  i?iveii  before 
eaeh  feed  for  less  than  a  tlay.  Owing  to  their  exhausted 
and  feeble  comlition,  they  are  extraordinarily  sensitiTe  to 
opium,  l)Uts(une.  particularly  German,  writers  haverejM)rted 
very  great  IteneHt  from  Kivin<i  it.  tlie  tiu'ory  l)eing  i\\nt  it 
helps  to  HlH)lish  the  spasm  of  the  pylorus.  Although  1  see 
no  objection  to  trying  opium,  personally  I  have  be^  di»- 
appninte<l  in  tlie  results  it  has  yielded.  I  have  tried  alkalis 
in  a  few  eases,  and  1  have  tried  belladonna,  which  has  a 
reputation  as  an  antispasmorlie.  and  in  neither  case  have  I 
found  any  benetit  from  so  doinj^.  The  treatment,  therefore, 
resolves  itself  into  tareful  tee<linf::  and  nursing,  and  per- 
sistent lavage  of  the  stonuich.  You  will  be  told  sometimes 
that  it  is  an  advantage  in  these  eases  to  feed  per  rectum,  or, 
rather,  to  give  water  or  saline  .solution  per  rtctum.  in  orcter 
to  make  up  the  deficiency  in  fluid  in  the  body  which  un- 
doubtedly exists.  As  to  that  I  wouhl  oidy  say  that  my 
c\peri(>nce  has  hem  that  it  is  afaragt  imptwstMe  to  get 
children  of  that  age  to  retain  saline  eneniata  for  any  h-ngth 
of  time,  and  therefore,  although  such  treatment  is  perfectly 
right  in  theory,  in  |)rfM*tiee  it  m  afemst  impossible  to  carry 
ii  <mt. 

You  may  say.  What  are  the  results  ol  this  treatment? 
1  ean  only  tell  you  that,  taking  my  own  experience  of  these 
eases  in  private  practice,  and  confining  myself  to  well- 

markcil  (  ases  alMiut  the  diag!\osis  of  which  there  could  be 
no  reasonal)le  «loubt— «-a.ses  in  which  the  gastric  peristalsis 
was  very  well  marl^.  ta  whk-h  there  was  great  emaciation, 
and  in  inan\  of  whbh.  at  least,  though  1  admit  not  in  all.  a 
thickened  p\ Inrus  <  ould  !><•  f.-lt  I  hav»'  ha<l  twenty  v\lii<  li 
were  treated  uieiiically.  and  •>ni\  iwo  of  those  died.    I  have 
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followed  these  eases  out,  some  of  them  for  thiee  or  four 
years,  and  they  have  reniainecl  perfectly  healthy  ohOdren. 
The  question  is.  Arc  they  left  with  any  dilatation  id  the 
straoach  I  1  would  say  that,  in  the  majority  of  oases,  so 
far  as  I  have  seen,  they  are  left  with  no  dilatation  of  the 
-stomach  ;  the  condition  seems  to  be  one  of  genuine  cure. 
Bat  every  now  and  then  you  will  meet  people  in  adult  life 
who  have  stomach  symptoms,  signs  of  dilated  stomach 
pMrtbakrly,  who  date  their  symptoms  i  ight  back  to  child- 
hood, and  wlu)  are.  I  believe,  cases  of  imi^  rfeetly  recovered 
congenital  pyloric  hypertrophy.  1  saw  last  week  a  young 
lady  whose  gastric  s\  mptoms  went  right  back  to  childhood. 
Her  mother  tolil  me  that  when  she  was  two  months  old  she 
was  reduced  to  a  skeleton,  and  was  constantly  sick  ;  they 
coukl  not  get  a  food  to  suit  her.  She  ultimately  recovered, 
but  she  has  suffinred  more  or  less  from  d\  spepsia  ever  since, 
and  at  the  a<ie  of  five  it  was  noticed  that  her  stomach  was 
tlilated.  1  believe  that  this  was  a  case  where  one  had  to 
do  with  congenital  hypertrophy  of  the  pylorus,  which  had 
not  eompietely  disappeared.  But  tliat  is  an  exceptional 
occurrence  ;  the  great  majority  of  tliose  I  have  seen  do  get 
perfectly  well.  1  do  not  profess  to  explain  how  it  is  that  such 
treatment  cures  those  cases  ;  I  only  say  the  fact  that  they  are 
cured  is,  to  my  mind,  an  .irgument  that  it  is  a  condition  of 
spasm  and  not  of  true  hypertrophy,  and  that  if  you  can  get 
rid  of  the  spasm  the  muscle  will  go  back  to  its  normal  size. 

There  are  certain  things  you  must  be  prepared  for  in  the 
course  of  your  treatment.  I  tokl  you  that  almost  as  soon 
as  you  begin  lavage  the  vomiting  will  cease,  but  you  must 
not  expect  that  as  soon  as  the  vomiting  ceases  the  child  will 
start  to  gain  weight.  Quite  the  contrary  is  the  case.  You 
should  warn  the  j)areiits  that  these  children  will  often,  after 
they  cease  vomiting,  go  on  losing  weight,  and  even  to  a 
large  amount,  for  a  considerable  time.  What  happens,  in 
my  experience,  is  something  like  this  :  The  vomiting  stops, 
and  yet  the  weight  continues  to  go  down,  ■\nd  down,  and 
down  ;  everybody  gets  alarmed,  and  begins  to  talk  wildly 
about  the  necessity  for  operation.  You  must  keep  calm, 
and  say  it  is  all  right,  that  it  is  the  natural  course  of  things. 
The  child  goes  on  losing  weight  until  it  is  four  and  a  half  or 
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fire  months  old,  and  then,  as  Browning  suys,  *  Sudden  the 
worst  turns  the  best  to  the  l^ave,  the  black  minute's  at  end,' 

it  is  round  the  coriM-r  almost  at  oncp,  and  the  weight  begins 
to  go  up.    A  very  experienced  hospital  sister,  who  has  seen 
a  lot  of  these  cases,  once  told  me  that  she  preferred  those 
children  who  went  rapidly  downhill.    On  one  oecusion  she 
advocated  the  child  being  sent  out  in  order  that  it  niiglit 
come  back  much  worse,  'because,'  she  said,  'when  they 
get  to  a  certain  pit<  h  of  badness,  then  they  generally  get 
round  the  corner.'    It  almost  seems  that  when  they  <;et  tO 
a  sufficient  ilegree  of  weakness  the  spasm  passes  off,  and 
it  is  because  people  are  not  aware  of  this  natural  course 
of  the  disease,  even  without  treatment,  that  operation  is 
advocated.    You  nuvy  ask.  What  is  your  view  as  to  opera- 
tion ?   My  view  is  that  operation  is  only  rarely  to  be 
recommei^ed.   I  am  staroi^ly  convinced  that  i*  one  wwe 
to  operate  on  all  of  these  cases  as  soon  as  diagnosed  the 
mortality  would  be  much  higher  than  if  one  were  to  treat 
all  of  them  n^tcaBy.   I  admit,  however,  that  there  are  a 
few  cases  which  ma\  be  saved  by  operation  which  would 
succumb  if  treated  on  the  lines  I  have  recommended  to  you. 
The  difficulty,  however,  in  practice  is  to  recognize  such  cases 
early  enough.   For  of  no  case  of  pykvic  stenosns  can  it  be 
truly  said  that  if  is  so  had  that  recovery  without  operation 
is  impossible,  for  1  have  seen  the  worst  cases  get  well  when 
Wt  abne.   If,  on  the  other  hand,  one  waits  too  long,  it  is 
obvious  that  one  dries  not  give  the  surgeon  a  fair  chance. 
The  only  practical  guidance  I  can  give  you  in  this  dilemma 
is  to  coiLsider  seriously  the  advisabihty  of  operati»)n  in 
easM  in  which  (!)  the  s\mptoms  have  set  in  very  soon 
after  hirtli.  and  (2)  in  cases  in  which,  in  spite  of  careful 
medical  treatment  carried  out  for  two  or  three  weeks,  the 
child  still  continues  to  vomit  and  to  h)se  in  weight  and 
s^ngth.   The  decision  is  always  a  very  difficult  one,  and 
involves  grave  responsibility,  hut  it  is  your  duty  to  make  it, 
for  you  cannot  fairly  leave  it  to  the  parents. 

The  exact  nature  of  the  operation  to  be  performed  and 
the  relative  merits  of  stretching  of  the  pylorus,  pyloroplasty, 
and  gastro-ent<>roston>\-  are  su^ical  qmstions  with  whkh  1 
tfo  not  feel  competent  to  deal. 
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DXABRHOA 

OKMTLSMSir, — In  this  teetare  I  w»h  to  discuss  with  yoo 

tlif  third  of  tlie  symptoms  of  digestive  disorder  wliich  I 
liave  already  mentioned — namely,  diarrhoea.  I  cannot  ex- 
aggerate the  importance  of  this  disease  as  a  scourge  of 
infant  life.  Recent  returns  of  the  Registrar-General  show 
that  ont  if  22.(KK»  dciitlis  from  diarrhcea,  taking  the  country 
all  over,  17,000  occurred  in  children  under  one  year  old. 
That  shows  you  the  frequency  of  this  disease,  and  to  what 
a  tri  inendous  extent  it  destroys  life.  And  you  will  naturally 
ask,  Why  are  chiltlren  so  liable  to  it  ?  I  think  there  are 
three  causes  which  render  children  particularly  liable  to 
suiT(  I  from  diarrhcea.  The  first  is  that  the  storiUzing  power 
of  the  cliild  s  stomacli  is  very  small  :  it  secretes  but  little 
hydrochloric  acid,  and  organisms  which  are  ^wallowed  with 
the  food  stand  a  good  chance  of  running  the  gauntlet  of  the 
stomach  and  setting  up  irritation  in  the  intestine.  The 
second  is  that  chihhen  arc  fed  mainly  ipon  milk,  which  is 
anything  but  a  germ-free  fluid  ;  and  the  third  is  that  infants 
are  particularly  liabte  to  chill,  for  the  reasons  I  have  already 
mentioned.  These  an-  tlu>  chief  causes  which  render 
chil<hen  subject  to  diaiThoea,  and  against  these  you  must 
%ht  if  you  wish  to  prevent  it. 

Many  of  the  severest  forms  of  diarrhoea  in  young  infants 
are  probably  due  to  specific  micro-organism:  .  Take  what 
ia  called  epidemic  diarrhoea,  which  is  so  common  in  the 
summer .  That  is  almost  certainly  due  to  a  specific  microbe . 
Attempts  have  been  made  to  isolate  it,  without  complete 
success,  but  it  is  believed  that  it  will  prove  to  be  identical, 
or  almost  tdentical  with  the  bacillus  which  is  the  cause  of 
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(>|)i(l.-mic-  (lysenterv.  Tho  growth  of  these  mitro-orgunihiUH 
is  fttv«)ure(l  by  ctitHin  quite  definite  conditioiw.  If  you 
trace  the  admiwioiw  of  acute  tliarrhoea  in  sut  li  u  hospital  as 
this  in  the  KumnuT.  you  will  tind  that  jiiaduiilly  :ts  the 
weather  gets  hotter  the  number  of  sueh  cases  int  leases,  but 
you  will  also  observe  the  curious  fact  that  for  Bome  time 
rfter  the  tfcermomett'r  has  fallen  the  admissions  still  con- 
tinue numerous  :  in  other  words,  the  curve  of  epidemic 
diarrhunv  f».llows  approximately  the  ordinary  curve  of  the 
thermometer,  but  not  quite  accurately .  And  if  you  invest  i- 
gate  the  matt«'r  still  further,  you  will  find  that  what  it  docs 
follow  pretty  aicurately  is  not  the  temperature  of  the  air, 
but  the  temperat  ure  of  the  soil .  It  is  when  the  thermometer, 
imma«ed  4  fed  in  the  soil.  In'gins  to  record  a  t«  mperatnr(> 
of  about  r)fi°  K  ,  that  epidemic  diarrhoea  becomes  most 
common.  In  otiu-r  words,  tliis  organism,  whatever  it  is, 
grows  best  in  the  soil  about  that  temperature.  Another 
cause  which  greatly  favnur-  tlie  development  <>f  diarrlura 
is  the  existence  of  bad  hurroundings— exhalations  «)f  all  sorts, 
foul  drains,  contaminated  soil, overerowaing,dirty  cesspools. 

dung-heapa.  All  these  things  contribute  greatly  to  the 
])n>duetion  of  diarrlnpa  ;  and  the  importance  of  these  causes 
is  so  great  that  of  len  in  practice  you  will  tind  it  an  advantage 
to  remove  a  child,  if  he  is  suffering  from  diarrho  a,  rigiit 
away  from  Irs  surroundings  aUoijether.  and  ii\  pariiculnr 
to  ke,  him  out  of  large  towns.  Further,  you  will  be  able 
to  do  a  great  deal  in  the  prevention  of  diarrhoBa  by  seeing 
that  the  milk  is  boiled  before  the  child  gets  it.  at  least  in  hot 
weather.  You  will  rememl»er  I  told  you  that  the  impor- 
tance of  boiling  milk  is  to  bome  extent  exaggerated.  I  wish 
now  to  qualify  that  statement  by  saying  that  the  impoi  - 
tanceof  it  cannot  be  exaggerated  in  hot  weather  All  milk 
given  to  children  in  the  summer  should  be  boiled. 

The  third  w  ay  in  which  you  will  be  able  to  do  something 
to  jwevent  diarrhoea  is  by  guarding  against  chill— seeing 
that  the  (  hild  is  properly  clothed,  and  settinii  your  face 
against  that  foolish  practice  termed  hardening."  which 
some  mothers  will  try  to  get  you  to  favour  in  the  ewe  of 
their  oSs|Hrtng. 

By  such  meaiw  as  these  you  will  be  able  to  do  a  great  tleal 
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ill  thu  prevention  of  ditfrhcB*.  But  in  bpite  uf  uU  you  do, 
there  in  no  doubt  you  will  have  a  great  many  mtoh  casM  in 

your  practii  c,  and  therefore  «  »•  may  now  pam  on  to  a  closer 
Htudy  of  tliis  (lisoasp  and  of  the  tmitmcnt  appropriate  to  it. 

In  classifying  the  varietiei  ol  diarrhoBa  met  with  in 
infantK  I  shall  proceed  upon  clinical  rather  than  upon 
striftly  patholoijiciil  lines,  and  I  shall  divide  the  cases — 
tirst,  into  thuHc  which  are  acute  ;  and,  secondly,  into  those 
which  are  chronic.  I  shall  distinguish  among  the  acute 
diarrhoeas  three  varieties — those  which  are  simple,  thos*^ 
which  are  fel)rile.  and  those  which  are  choleraic — and  I 
shall  make  no  subdivision  of  the  chronic  diarrhoeaH  at  all. 
When  we  come  to  treatment  we  fthall  t«ke  both  acute  and 
chronic  cases  tofj;ethcr. 

If  the  diarrhiRa  Ik»  acute  it  mny  l»e  simple — that  \f  to  say. 
it  may  be  diarrhoea  and  nothing  else  ;  or  it  may  be  accom- 
panied by  pyrexia,  when  we  speak  of  it  a«  febrile  :  «»r  it  may 
be  sf)  severe  in  its  symptoms,  ar.''  acc»>mpftnied  l)v  such 
profuse  water\  «'vacuations,  that  it  in  described  as  choleraic. 
The  most  dangeroux  form,  what  is  called  epidemb  diarrhcBa, 
the  fiimiliar  '  I),  ;md  V.'  of  th<'  hospital  receiving-room,  is 
usually  febrile  in  tyjH'.  Sometimes  in  very  severe  cases  it 
may  be  choleraic .  Of  course,  this  classification  is  not  by  any 
means  hard  and  fast.  Diarrhoea  cannot  be  definitely 
marked  ofY  intu  ililTercnt  classes  :  the  varieties  pa.«s  into 
one  another.  A  case  which  l)egin8  as  a  simple  diarrhoea 
may  become  febrile,  and  from  that  may  become  choleraic, 
just  as  it  may  be  choleraic  from  the  first,  or  may  begin  with 
fever.  Or,  on  the  other  hand,  it  may  remain  simple 
throughout.  You  cannot  always  refer  a  case  exactly  to  one 
or  other  of  these  clacsep. 

What  are  the  symptoms  of  infantile  diarrhoea  ?  In  the 
tirst  place,  it  may  begin  either  gradually  or  with  great  sud- 
denness. It  may  come  like  a  bolt  from  the  blue,  affecting 
a  chihl  which  was.  or  appeared  to  be,  in  perfect  health. 
The  motions  are  noticed  t<i  be  more  frequent,  and  often 
there  is  more  or  less  vomiting .  At  tii  st  the  stools  are  natural 
in  colour — that  is  to  say,  more  or  less  yellow — but  before 
tlie  diarrh(pa  has  lasted  long  they  become  greeiu'sli.  and 
linalls  they  may  come  to  contain  mucus,  or  even  blood. 
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If  till-  cliiuili"  I  still  jMTsixts,  till'  inotinii-  Im-cmiu'  inely 
offeiwivf  ami  of  a  watery  t  oiwihit  ii* I  wiwh.  at  thin 
point,  to  say  a  word  or  two  ftboot  the  thmaltr  flt 
BOttOUin  «ritTmMit  cusrs  of  dit^rhoca.  Iutiuiso  I  know  it  is 
ii  matter  wliicli  will  Ix-  u|>«  to  give  you  aome  trouWe  wiu'U 
you  get  into  praetiee.    What  is  the  s^nificanee  of  the 
diflNvMit  kimhi     atociis  w  hich  you  meet  wilfc  in  the  diar- 
rh(eivs  of  iiifiiiicy  '.    First  about  the  |y;reen  stools,  which  are 
so  eomnion  anU  which  resemble  in  apiH-arame  choppeil 
parsley  or  spinach .   What  k  the  cause  erf  their  greennew  I 
It  has  been  supposed  by  nonie  that  the  cojojir  is  «lu<  to  tl-c 
growth  of  a  special  ini(  ro-or|,'atiisni  w  hieh  pnuluees  a  peculiar 
pigment.    1  ilo  n*>t  wish  to  deny  that  that  may  sometimes 
be  the  case;  but  in  the  majority  of  instances  I  think  it  is 
merely  due  to  th''  bile  |)igment  bein|j;  hiuried  on  through 
Xthe  intestines  without  having  undergone  the  usual  changes. 
What  is  the  meaning  of  the  motiom  being  stinking  mA 
pute'id  ?    That  means  that  peristalsis  in  tl»  upi)er  ])art  of 
the  tract  is  to<»  rapid.    The  consccjucnce  of  this  is  that  ti»e 
food  is  hurried  on  U'fore  it  can  be  properly  (ligested  and 
absorbed.   Yon  get,  thwrelOTe,  a  mass  of  imperfettly 
digested  and  iiuonipletely  absorbed  footl  lodj^'cd  in  the 
colon,  and  putrefactive  organisms  grow  in  it  ;  hence  the 
putr ill  stools .  There  is  anotheer  vu^y  of  stool,  whieh  may 
be  described  as  lumpy  or  cheesy,  where  >ou  see  white 
particles,  varying  in  size,  more  or  less  oval  or  rounded  in 
shape,  scattered  all  through  the  fa>cal  jnatter.    What  is  the 
significance  of  that  !    These  round  or  oval  parti»  Ics  are  t  he 
remains  of  undigested  milk  ;  they  consist  partly  of  casein 
and  partly  of  a  soapy  substance  formed  from  the  fat  of  milk 
and  lime  salts,  and  they  indicate  that  the  child  is  geitii^ 
more  milk  than  he  can  digest .    Then  there  is  a  kiiul  of  stool 
in  children  which  is  extrcn\cly  irritating,  and  w'Mch  scalds 
the  skin.    If  a  child  has  that  form  of  diarrhoea  he  gets  an 
erythematous  eruption  over  the  buttocks,  and  I  have  seen 
those  stools  so  irritating  that  a  drop  of  them  falling  on  the 
.i  iisnii'  ot  tlic  foot  produced  a  blister  in  a  few  minutes. 
To  what  do  these  stools  owe  their  irritating  properties  ?  1% 
is  due,  I  think,  to  the  development  of  fatty  acids— butyric 
acid  and  its  allies—and  means  that  there  is  too  much  fat  in 
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the  <li<'t  Kxct'SN  of  Miijjftr.  on  thv  ntlicr  liuml,  pnMlucttt 
frothy  iu  ul  inntii»iw  of  iMtiiral  colour.  Then  tlnTe  ih  a  stool 
whieh  yon  may  deRoribe  m  ••limy ' ;  thai  bmmm  »  itool 

which  contuitis  iiuhmik  in  cxcoHHive  quivntity.  Hi'mombor. 
howpvor.  timt  hftrloy-wiitcr  may  produce  a  Hlitny-looking 
stool,  which  looks  very  like  one  which  eontaiiM  muoQ*.  If 
yon  recogniw  excess  of  mucus,  you  arc  justified  in  iM'licvinjj 
thivf  thi'  laiuc  intestine  is  ]mrti(  ularly  involved  ;  and  if 
blo<Mi  is  passed  in  the  motion,  as  it  sometimes  is,  that  sus- 
pietnn  amounts  »  e«>rti^y.  Ifoeh  ki  ^  ngnifieuwe  (rf 
the  chief  varieties  of  gtooh  which  you  will  meet  with  in  the 
diarrlneas  ot  infants. 

\\v  will  now  pass  on  to  look  at  some  of  the  other  symp- 
toms. The  ffWtnl  if^MOMM  may  be  trivial,  us  they 
usnail.x  are  in  simple  diarrluca  ;  or  they  may  be  extremely 
neverc,  as  they  always  are  in  the  choleraic  form.  Where 
the  constitutional  symptoms  of  diarrhoea  are  severe,  you 
are  justified  tnooncluding  that  you  are  rjcaling  with  bacterial 
poisiming.  There  can  be  no  doubt  that  the  cxtrenu-  collapse 
and  depressii>n  from  which  those  children  siilTcr  is  not  the 
coniiequence  merely  of  the  draining  away  of  fluid  from  the 
Ixxly.  aithou^'h  that  helps  in  their  production.  I»ut  they  are 
a  direct  result  of  poisoning  by  the  absorption  of  toxins  from 
the  alimentary  canal.  "Hiose  symptoms  may  be  deRoribed 
as  the  symptoms  of  collapse.  The  fontaneUe  becomes 
depressed,  the  eyes  sunken  and  staring,  and  by-and-b\  they 
are  kept  partially  t>\H;n  while  the  cliild  is  asleep,  and  you 
can  perceive  mucus  on  the  otnmea.  The  skin  becon^ 
wTinkled,  the  cliil<l  seeminji.  as  it  were,  to  shrink  away  from 
his  skin,  which  bwomes  redundant  ;  and  when  you  pinch 
it  up.  instead  of  falling  back  again  as  it  would  normally,  it 
is  aj)t  to  remain  in  folds.  When  you  get  this  condition, 
which  is  describt'd  as  a  want  of  elasticity  in  the  fk'm.  y«)u 
can  be  certain  ytm  are  always  dealing  with  a  severe  case. 
It  is  one  <rf  the  points  always  to  be  looked  for  in  your  ease* 
of  infantile  diarrhoea.  Many  observers  believ*-  that  wlien 
such  a  condition  of  the  skin  is  present  you  arc  dealing  with 
a  case  in  which  there  is  an  involvement  of  the  kidneys,  and 
in  which  partial  supprewion  of  urine  is  taking  place.  And 
onqi^tionably,  if  you  examine  the  urine  in  those  infants. 
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you  will  usually  timl  tliat  it  contains  some  albumin.  The 
importance  of  recognizing  this  want  of  elasticity  in  the  skin 
is  based  upon  the  fact  tliat  when  you  find  it  you  should 
institute  special  means  of  treatment,  which  I  shall  describe 
to  you  later.  If  the  diarrhoea  goes  on,  the  symptoms  of 
collapse  become  more  pronounced.  The  temperature, 
which  was  at  hist  perhaps  high,  falls,  at  least  on  the  surface 
of  the  body,  though  it  may  remain  high  in  the  rectum  ;  the 
child  becomes  blue  and  livid,  and  finally  dies,  death  being 
often  preceded  by  convulsions.  That  is  the  usual  picture 
of  a  typical  case  of  diarrhoea  of  severe  type  in  a  young  child. 
I  need  hardly  say.  however,  that  the  picture  varies  a  great 
deal.  In  the  simple  form  there  w  ill  be  little  evidence  ()f 
collapse  at  all  ;  in  the  choleraic  form  tlie  signs  of  collapse  will 
dominate  tlic  whole  scene  ;  whereas  in  the  febrile  cases  the 
defMression  may  not  at  first  be  very  great,  bat  becomes  more 
marked  at  the  close. 

We  may  now  pass  to  the  treatment  o!  acute  diarrhoea. 
Here,  gentlemen,  I  would  wish  to  give  you  this  piece  of 
advice  :  Put  not  your  faith  in  drugs.  Your  watchwords 
in  the  treatment  of  acute  diarrhoea  in  an  infant  must  be 
two — one  is  starvaliun,  the  other  is  elimination.  If  you  bear 
in  mtmi  these  two  great  indication,  70a  will  nev«r  go  far 
wrong  iTi  the  ticatment  of  your  case. 

A  word  about  each  of  those  indications.  You  must 
starve  the  child  because  you  do  not  wish  to  furnish  any 
further  pabulum  for  the  growth  of  micro-organisms  ;  and 
milk  in  pai  ticular  you  must  withhold,  for  there  is  reason  to 
believe  that  milk  in  such  cases  is  actually  poisonous.  In  a 
case  of  ^ttte  diarrhcea,  whatevw  yon  do  yon  must  stop  miUt. 
Witli  regard  to  elimination,  your  idea  shouhl  be.  in  the 
first  place,  to  n-niove  as  far  as  you  can  those  organisms 
which  are  still  growing  in  the  alimentary  canal,  and.  in  the 
second  place,  to  get  rid  of  their  poisons . 

How  arc  you  to  carry  out  those  indications  in  practice  ? 
Starvation  is  easily  carried  out  by  withholding  food  ;  but, 
as  I  have  told  you  before,  infants  only  bear  starvation  \reU 
if  you  keep  them  warm  and  at  the  same  time  supply  them 
with  plenty  of  liquid.  Witlihold  all  food  for  twenty -four 
hours  if  there  is  severe  vomiting,  and  give  sips  of  boiled 
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water,  or  a  weak  decoction  of  barley-water  or  rice-water. 
Or,  if  you  want  to  make  a  pretence  of  giving  some  nourish- 
ment, give  a  weak  veal  broth  or  raw  egg-white  mixed  with 
water,  one  or  two  teaspoonfuls  at  a  time.  Even  in  that 
case,  however,  I  think  the  benefit  is  derived  from  the  water. 
I  think  it  is  a  matter  of  indifference  whether  you  put  any- 
thing in  it  or  not.  Still,  as  I  say,  you  may  wish  to  drfer 
to  the  wishes  of  the  parent  in  the  matter  of  appearing  to  give 
something  nourishing .  If  the  case  is  not  doing  well  you  can 
continue  starvation  for  two  or  even  three  days.  As  the 
symptoms  abate  you  may  begin  to  give  a  little  nourishment 
in  the  shape  of  whey,  but  the  thing  which  you  should  give 
last,  and  be  most  careful  about  giving,  is  tlie  casein  of  milk, 
because  that  is  what  does  harm  more  than  anything  else. 
You  may  add  raw  e^-white  to  the  whey,  and  continue  this 
mixture  until  tlie  motions  are  satisfactory. 

Witl  regard  to  elimination,  if  there  is  vomiting,  begin  by 
washing  out  the  stomach  in  the  manner  I  described  in  my 
last  lecture.  If  the  diarrhoea  be  severe,  and  especially  if 
there  is  reason  to  suppose  that  the  large  intestine  is  chiefly 
involved,  WMh  out  the  colon  also— that  is  to  say,  begin 
your  treatment  by  washing  out  'at  both  ends.'  I  have 
already  described  to  you  the  technique  of  washing  out  the 
stomach,  and  1  would  like  now  to  say  a  word  about  washing 
out  the  bowel .  1  do  not  think  it  matters  much  what  solution 
you  use  for  washing  out.  Warm  saline  is  as  good  as  any- 
thing else.  It  should  be  given  tlirough  a  douche-can  or 
funnel.  Care  must  be  taken  not  to  hold  the  can  too  high  ; 
it  should  never  be  raised  more  than  2  feet.  Remember  it 
is  not  di^cult  to  rupture  the  colon  of  a  child  in  attempts  to 
wash  out  the  bowel.  I  think  it  is  best  to  have  the  child 
lying  on  his  back,  w  ith  the  hips  slightly  raised,  so  that  the 
fluid  can  gravitate  down  into  the  colon,  using  a  small-bore 
soft  (esophageal  tube,  just  as  for  washing  out  the  stcunach. 
The  tube  should  be  introduced  carefully,  and  you  will  find 
its  introduction  much  more  easy  and  satisfactory  if  you 
keep  the  fluid  flowing  all  the  time.  The  reason  for  this  is. 
as  vou  will  roaflily  >*ee  that  the  colon  being  only  a  potential 
cavity,  and  its  walls  more  or  less  in  apposition,  the  liquid 
as  it  runs  in  clears  a  way  for  the  tube,  Mid  so  ytm  are  tess 
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likely  to  get  the  end  of  it  entanglocl  in  folds  of  mucous 
membrane,  or  to  push  it  through  the  wall  of  the  bowel. 
Pass  the  tube  up  as  high  as  you  ea" — you  cannot  pass  it 
too  high.  Irrigate  the  intestine  thoroughly,  until  the 
washings  come  aw  ay  clear.  By  so  doing  you  will  wash  away 
some  at  least  of  the  organisms  wliich  are  growing  tlicic.  You 
also  wash  away  a  certain  amount  of  the  toxic  products 
whieh  these  bacteria  have  been  producing. 

In  order  to  favour  elimination  you  should  have  recourse 
in  all  severe  diarrhoeas  to  subcutaneous  injections  of  Huid. 
Incases  accompanied  by  collapse,  especially  in  those  in  which 
the  skin  is  inelastic,  elimination  is  apt  to  be  interfered  with 
simply  from  the  fall  of  blood-pressure.  .ukI  in  su(  h  patients 
you  have  to  make  up  the  volume  of  fluid  in  the  circulation 

quickly  as  possible.  The  best  way  of  doing  this  is  to  give 
a  subcutaneous  injection  of  abo\^  4  ounces  of  stcrilizcf] 
normal  salt  solution  under  the  skin  of  the  Hank.*  This 
can  be  injected  by  means  of  a  clean  brass  syringe  connected 
with  a  large  hvpodermic  needle  by  a  piece  of  rubber  tubing. 
It  is  very  quickly  absorbed,  raises  the  blood-pressiu-e,  and 
helps  to  wash  out  poisons  tlirough  the  kidneys.  The  in- 
jection naay  be  repeated  every  six  hours  if  necessary.  Now, 
you  cannot,  of  course,  wash  out  the  small  intestine,  where 
the  micro-organisms  are  chiefly  growing.  In  order  to  pro- 
mote elimination  there  you  require  to  have  recourse  to 
drugs.  In  other  words,  paradoxical  though  it  may  seem, 
you  must  treat  diarrhoea,  in  its  carl\-  stages  at  least,  by 
purgatives,  just  as  you  treat  dysentery  in  grown-up  persons 
by  aperient  drugs  such  as  sulphates.  You  may  start  with 
a  full  dose  of  castor-oil.  whi(  h  may  be  poured  down  the 
tube  after  the  stf)mach  has  been  washed  out.  If  there  is 
vomiting  and  difficulty  in  getting  the  oil  retained,  give  half 
a  grain  or  so  of  calomel. 

There  are  still  some  special  indications  to  be  met.  If 
the  skin  is  in  the  inelastic  state  I  have  described,  you  will 
find  it  advantageous  to  give  the  child  a  wet  pai  k.  and  you 
will  find  benefit  also  from  the  administration  of  diuretics, 
especially  sweet  spirits  of  nitre.   If  the  signs  of  coUapse 

•  'Sea-Wftter  Pl»wma,'  wiuch  has  recently  been  advocated,  is 
not  in  any  respect  better  than  normal  saline. 
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Me  great,  you  ma\  require  to  hnve  recourse  to  the  mustard 
bath,  the  temperature  of  whicli  is  gradually  raised  to 
110°  F..  this  being  perhaps  tlie  must  powerfid  stimulant 
we  possess.  I  like  also  to  administer  camphor  in  such 
cases,  either  in  the  form  erf  a  solution  in  olive  oil  (1  in  15 
or  1  in  30).  of  which  .'5  minims  is  injected  subcutaneously, 
or  in  the  form  of  spirit  of  camphor,  6  to  10  drops  by  the 
mouth .  Liquor  strychninse  in  f -minim  doses  subcutaneously 
is  also  a  valuable  stimulant.  It  may  be  repeated  every 
four  hours.  Brandy  may  also  be  given  in  lO-minim  doses, 
added  to  the  albumin  water,  and  repeated  as  often  as  is 
thought  necessary. 

During  all  this  time  the  child  must  be  kept  unuer  the 
brat  hygienic  conditions  possible.  He  should  be  placed  in  a 
well- ventilated  room,  and  should  be  kept  very  clean,  the 
napkins  being  changed  as  soon  as  they  are  soiled,  and  never 
allowed  to  stay  in  the  room  after  being  taken  off  the  child. 
In  every  case  the  patient  should  be  gently  bathed  with 
tepid  water  twice  a  day,  and  the  mouth  frequently  swabbed 
out  with  cold  water.  In  bad  cases  and  in  very  hot  weather 
the  child  should,  if  possible,  be  removed  from  the  town  to 
the  country. 

I  said  you  were  not  to  put  your  faith  in  drugs  in  the 
treatment  of  infantile  diarrhoea.  But.  of  course,  drugs  can 
give  you  some  help,  and  I  now  want  to  say  a  few  words 
as  to  the  lae  and  weojf  ol  drags  in  the  treatment  of  such 

cases . 

Although,  as  we  have  seen,  intestinal  putrefaction  is  an 
important  factor  in  the  production  of  diarrhoea,  I  do  not 
think  you  will  get  much  benefit  from  the  so-called  intestinal 
antiseptics.  I  am  no  believer  myself  in  salol  and  all  tho 
substances  of  that  class  which  are  supposed  to  prevent 
intestinal  putrefaction.  I  believe  the  best  intestinal  dis- 
infectant is  a  dose  of  calomel,  though  whether  it  acts  by 
virtue  of  its  being  calomel  or  because  it  is  an  aperient  1 
do  not  knoiv^. 

You  may  derive  certain  indications  for  the  use  of  par- 
ticular drugs  from  the  character  of  the  stools.  If  the 
motions  are  very  sour,  it  is  well  to  administer  alkaline 
remedies,  carbonate  of  bismuth  or  aromatic  chalk  being 
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amongst  the  best.   If,  on  the  other  hand,  the  stools  are 

very  slimy  and  alkaline,  many  bolit-ve  in  the  administra- 
tion of  hydrochloric  acid.  In  the  severe  cases,  so  long  as 
the  stools  are  green,  I  recommend  you  to  give  small  d<wes 
of  castor  oil  in  some  saoh  farm  as  this  : 

01.  ric.    .  .  . .  . .  •  •  •  •  "l^'- 

Mucilag.  trogacanth.         . .  . .  •  •  Ij"*-. 

Aq.  nM&th.         -.         ••  ••  aoal- 

Give  this  at  intervals  of  two  or  three  hours  for  one  or  two 

days.  Instead  of  castor  oil  you  may  give  calomel  and 
Dover's  powder,  i  grain  of  each.  Later  on,  when  the 
stools  have  begun  to  improve,  you  should  give  bismuth, 
remembering  the  rule  to  give  it  in  l«^e  doses.  A  very 
favourite  prescription,  and  one  which  is  now  in  the  hospital 
pharmacopoeia,  is  carbonate  of  bismuth,  10  grains  ;  calomel, 
^  grain  ;  pulv.  ipec.  co.,  |  grain.  Such  a  pon  der  suspended 
in  some  of  the  albumin  water,  and  given  every  four  or  six 
hours,  as  the  case  may  require  according  to  its  severity, 
will  often  be  of  great  sOTvice  to  you  af tw  the  acuter  st^e 
of  the  illness  has  passed  off.  If  the  stools  continue  to  be 
watery  and  offensive,  you  may  require  to  have  recourse 
to  astringents  of  some  sort.  Tannigen  and  tannalbin  are 
very  ustful  in  such  cases.  You  will  also  find  in  niteate 
of  silver  a  very  efficient  aid— ^  to  J  ^r&in  of  nitrate  of  silver 
is  usually  sufficient  for  a  young  infant.  It  may  be  given 
with  dilute  nitric  acid,  1  minim  ;  glycerine,  Smuoims  ;  and 
distilled  water,  to  2  drachms.  Such  a  dose,  given  three  or 
four  times  in  the  day  when  the  motions  are  very  watery  and 
offensive  in  the  later  phases  of  the  illness,  is  often  very 
useful. 

As  opium  plays  such  a  large  part  in  the  treatment  of 
diarrhoea,  I  want  to  lay  down  for  you,  as  clearly  as  i  can, 
some  rules  for  its  administration.  You  can  do  great  harm 
with  opium  ;  you  can  kill  children  with  it  quite  easily. 
The  warnings  of  the  text-books  in  this  matter  are  fully 
justified.  I  have  known  a  baby  rendered  dangerously 
comatose  by  1  drop  of  laudanum.  On  the  other  hand, 
there  is  no  one  drug  which  is  capable  of  rendering  you 
such  good  service  if  properly  used,  and  iu  many  cases  of 
infantile  diarrhoea  it  is  indispensable.   Let  me  state^  Itoe- 
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fore,  the  following  rules  for  the  odminiHration  of  opium, 
whicli  I  tliink  you  will  find  useful  in  practic  e.  First,  never 
give  it  at  the  outset  of  the  illness.  Begin  with  aperients, 
not  with  anytliing  which  will  cause  the  contents  of  the 
bowel  to  be  retained,  as  opiur'  '<  ea.  Secondly,  never 
give  it  if  there  are  signs  of  collapse,  because  then  its  narco- 
tizing effect  becomes  extremely  dangerous,  rhirdly,  never 
gire  it  if  the  tongue  be  furred.  These  rates,  like  all  rules 
in  metlicine,  are  subject  to  certain  exceptions  ;  but  when 
you  are  beginning  practice  let  nie  advise  you.  if  you  want 
to  avoid  nialving  serious  niistalces,  to  keep  tliem  in  mind. 
You  will  now  require  some  rules  as  to  when  you  ore  to  give 
opium.  Always  give  it  if  the  stools  are  very  frequent 
and  accompanied  by  much  straining — that  is  to  say,  cases 
in  which  the  lower  part  of  the  large  bowel  ;s  particularly 
involved  are  those  in  which  opium  is  speciady  indicated. 
Secondly,  if  tlu'  stools  are  offensive  and  tlie  tongue  dean, 
you  have  a  combination  of  tilings  v  liich  cries  out  for  opium, 
because,  as  we  have  seen,  this  is  due  to  the  hurrying  on  of 
the  contents  of  the  small  intestin  e  by  too  rapid  pt>ristalsis. 
In  sucli  a  case  opium  calms  down  the  peristalsis,  and  so 
prevents  putrefaction  and  diarrhoea.  Thirdly,  you  should 
always  give  opium  in  tliose  eases  in  which  tlie  diarrhoea  is 
of  the  lienteric-  type — that  is  to  say.  in  w  liich  a  motion  tends 
to  occur  immediately  after  food  is  introduced  into  the 
stomach.  Diarrhtea  of  this  type  is  due  to  an  exaggerated 
excitability  of  the  whole  intestinal  tract,  and  opium  is  the 
oidy  agent  which  can  be  depended  upon  to  lessen  this 
excitability. 

Two  practical  rules  remain.  One  of  these  is,  never  wake 
a  cliild  up  to  give  a  dose  of  opium.  If  you  observe  that 
rule,  you  are  not  liliely  to  produce  poisoning.  The  chili 
will  sleep  off  an  ov^ose  o(  opium  if  you  wiH  let  him ;  the 
danger  is  that  tlie  mother  or  nurse  may  wake  him  up  to 
give  another  dose  when  lie  is  already  in  a  drowsy  condi- 
tion. The  remaining  rule  is  that,  as  far  as  possible,  you 
should  avoid  adding  opium  to  other  mixtures,  but  give  it 
by  itself — that  is  to  say,  measure  out  a  drop  or  half  a  drop 
uf  the  tincture  (for  the  liquid  preparations  are  the  most 
convenient),  and  give  it  separately.    The  r^kson  for  tiiis  is 
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that  one  often  wantfi  to  withhold  opium  while  going  on 

with  the  i)tln'r  remt'dicH. 

Tlic  treatment  of  chronic  diarrhoea  I  iit't-d  Imrdh-  dcscrihe, 
bec.ii  se  it  in  conducted  on  the  same  general  pruu  iples  as 
that  ( I  an  acute  case.  You  do  not  require  to  starve  such 
patients,  hut  you  select  a  diet  in  which  there  is  no  milk 
cunl,  or  in  which  the  milk  has  been  thoroughly  peptonized, 
prevent  chill,  and  choose  one  of  the  drugs  I  have  mentioned, 
according  to  the  indications  furnished  by  the  stools. 

Tiiere  remains  a  special  form  of  diarrhoea  wliich  1  ha\'e 
not  yet  mentioned — namely,  ileo-colitis.  I  speak  of  it 
separately  because  it  is  different  from  the  other  forms  I 
have  described  in  so  far  as  it  tends  to  be  accompanied  by 
ulceration,  and  to  be  confined  to  the  large  bowel  and  the 
lower  end  of  the  ileum.  It  may  start  as  ileo-colitis,  or  any 
diarrhoea  such  as  I  have  been  describing  may  end  by 
passing  into  a  condition  of  colitis  and  ulceration.  One 
;eason  why  this  disease  is  of  importance  is  that  it  is  apt 
to  be  mistaken  for  another  important  disease — namely, 
intussusception.  You  will  be  apt  to  dijignose  colitis  as 
intussusception,  and  vice  verm,  and  that  is  a  mistake  which 
is  fraught  with  serious  consequences.  For  this  reason  I 
bring  forward  the  consideration  of  ileo-colitis  separateh'. 
How  shall  you  recogpize  it  ?  Its  chief  features  are  that 
it  is  accompanied  by  fever,  by  straining  or  tenesmus,  and  by 
the  passage  of  blr  .t  i  :  nucus.  How  shall  you  tell  it 
from  intussuscept'  intussusception  there  is  less 

tendency  to  fever,  U.  is  usually  vomiting,  and  you  can 
generally  feel  the  tumour  either  through  the  abdominal  wall 
or  /wr  rectum*  The  late  Mr.  Barnard  pointed  out  a  diag- 
nostic sign  of  some  value  in  distinguishing  these  two  condi- 
tions. It  depends  on  the  fact  that  the  contents  of  the 
small  intestine  are  unable  to  pass  the  seat  of  obstruction 
in  intussusception  so  that  if  you  get  any  bile  on  the  napkins, 
or  on  the  finger  after  it  has  been  passed  into  the  rectum, 
you  may  conclude  with  fair  certainty  that  you  are  dealing 

*  In  making  a  rectal  examination  in  a  case  of  intossaaception  the 
sphincter  will  otteu  be  foond  to  be  relaxed.  The  deseeamBg  fmei 
of  the  bowel  has  been  said  to  feel  like  the  os  nteri,  but  soiuetimeg 
it  is  rather  soft,  and  may  oliiio;  to  one  side  of  the  rectum,  so  that 
the  examining  finger  may  pass  by  it  if  caie  be  not  taken. 
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with  a  case  of  colitis,  and  not  of  intnssiisccption.  Tf  your 
minds  are  open  to  the  possibility  of  malting  ttiis  mistalie 
you  are  not  likely  to  fall  into  it  often,  but  I  have  more  than 
once  liDown  the  abdomen  opened  in  colitis  under  the  im- 
jHTWsion  that  it  was  a  case  of  intussusception,  and  I  have 
known  f>ne  case  of  intussusception  whicii  was  allowed  to  die 
under  the  idea  that  it  was  one  of  colitts.  So  th«re  k  a  real 
danger  of  the  mistake  heirif;  made. 

About  the  treatment  ol  colitis  there  is  little  to  say.  I 
have  practically  described  it  in  speaking  of  the  treatment 
of  diarrhoea  in  general.  As  the  motions  are  frequent  and 
accompanied  by  tenesmus,  opium  sliould  he  given  almost 
invariably,  combined  witli  castor  oil  at  first,  and  later  with 
hu^e  doses  of  bismuth.  In  this  form  of  diarrhoea  you  will 
find  washing  out  of  the  bowel  particularly  useful,  seeing 
that  the  colon  is  the  main  seat. of  the  affection.  Wash  out 
with  warm  saline.  Some  recommend  a  solution  of  nitrate 
of  silver,  but  I  think  it  is  of  doubtful  advantage,  and  is 
apt  to  produce  pain.  In  chronic  cases,  however,  a  solution 
of  argyrol  or  protargol     per  cent.)  is  often  very  effective. 
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C(ELIAC  DISEASE 

Gentlkmen.  The  (|iicsti<)ii  \Mis  put  1<>  iii<"  llir  oflicr  diiv 
by  one  of  my  colltagufs  :  '  What  on  earth  is  coeliai- 
disease  f*  And  that  is  a  question  which  T  dare  nay  may 
have  aris«  !)  in  tho  miiuls  of  .some  of  you  w  licn  you  saw  the 
subject  of  tliis  hc-lure  aniioiinccd.  (  n'Vuw  disease  is,  as  a 
matter  of  fact,  by  no  ni(>ans  an  iiiici.innion  condition,  and 
it  is  one  which  is  v«>ry  well  defined,  although  It  has  not 
found  its  way,  cnrioiisly  eiumL'li.  into  the  text -hooks.  Von 
may  dcsciibc  it  briefly  as  a  wastini.';  disease  beginning  in 
ehiidhoad,  which  Is  characterized  b.\  a  particular  form  of 
diarrho?a.  which  runs  an  extremely  protracted  clirotnc 
course  Avitli  a  f^reat  tendency  to  relapses,  and  wliich.  when  it 
lasts  long  enou^lj,  is  apt  to  lead  to  a  form  of  infantilism. 
I  shall  make  it  clear  as  I  go  along  what  some  of  the  points 
in  this  definition  mean. 

The  disease  was  first  described  by  Dr.  Gee  in  1888.  He 
gave  a  very  clear  and  graphic  description  of  it  in  St.  Bar- 
tholomew's Hospital  Reports  for  that  year.  A  few  years 
afterwards  it  was  again  described  under  the  term  '  acholia  ' 
by  the  late  Dr.  Cheadle.  He  used  the  word  'acholia' 
because  he  thought  that  in  those  cas^  there  was  a  deficient 
secretion  of  bile.  Still  later  it  was  re-discovered,  so  to 
speak,  by  the  late  Professor  Herter,  of  America,  wht)  de- 
scribed these  cases  as  examples  of  'intestinal  infantilism.' 
He  believed  they  Mere  due  to  a  spicific  t\pe  of  micro- 
organism. These  are  historical  points  that  do  not  interest 
you  much,  but  I  bring  them  forward  to  show  that  the 
disei^  has  been  described  several  times  by  different  people 
under  different  names,  although  it  has  never  found  general 
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recf^nition.  And  yet  it  in  a  distaHe  you  will  find  not  ho 
very  uncommon  in  practice.  Tndocd,  it  makt'H  up  one  of 
thoHc  comlitionti  which  are  Hlumped  together  by  motheni, 
in  the  out-patient  department,  tu«»;,r  the  titte  «rf  'con- 
snmptive  bowels,'  a  80-ei^tod  dkease  of  which  yon  mnst  all 
have  he.'  I  mothera  speak. 

:^8nng  to  oUnieal  eharuten,  I  ha  b»ady  told  yon 
that  it  is  a  disease  of  childliood .  It  1m  not  in  infancy, 
but  very  constantly  and  definitely  ahout  the  second  or 
thkd  year  «)f  life.  The  vast  majority  of  the  cases,  1  think, 
b^in  in  the  (tecond  yewr.  The  first  thii^  noticed  wrong 
with  the  chilli,  usually,  is  that  it  is  wasting  and  is  dull, 
languid  and  fretful— nothing  very  definite,  but  juht  the 
general  signs  of  ill-health.  If  yon  make  inquiry  into  the 
character  of  the  stools,  you  will  probably  be  told  that  they 
an*  rather  more  frequent  than  they  ought  to  be  ;  that  is  to 
say,  not  a  violent  diarrluea,  but  perhaps  there  are  two  or 
three  or  fom-  motions  a  day.  Further,  the  stools  are  greatly 
increased  in  bulk,  and  they  are  usually  of  the  consistence 
of  porridge  and  not  unlike  it  in  colour.  They  are  pale, 
extremely  offensive,  and  sometimes  contain  a  little  macm 
or  blood. 

When  yo!i  come  to  examine  the  child  you  w  ill  lind  that 
the  only  symptom,  in  addition  to  the  general  wasting,  is 
some  distension  of  the  abdomen.  The  abdomen  is  promimnt 
and  tympanitic,  but  ytm  will  no*^  find  any  lumps,  nor  any 
enlarged  glands  nor  fluid.  These-  cliildren,  especially  after 
the  disease  has  lasted  son  »  time,  ctrngi  tr*  exhibit  quite  u 
characteristic  mental  cor  iition.  They  '  isnnlly  rather 
spoilt  children,  and  as  the  diseast  iroe>  thtn  get  to  be 
remarkably  precocious  for  their  age.  Tli.  acquire  what  is 
very  unchildlike — an  abnormal  interest  t»  mm  ow  .  dweapse 
and  its  symptoms,  and  may  becnmc  -  li,  ,|i!!tc 
hypochondriacal.   I  remember  a  well-e  xample  oi 

the  condition  in  the  children's  ward  her  ^^nf  a  year  or 
so  ago,  in  the  person  of  a  little  boy  thru  \  •  f  age.  The 
sister  in  the  w  ard  said  he  was  only  a  child  hree,  but  he 
talked  like  a  man  of  thirty — he  was  so  pi  ious  in  his 
ideas  and  showed  such  abiK}rmaI  intere«t  in  h  f«m  symp- 
toms.  This  mental  attitude  has  been  notfee*  sevtfai 


80 


liKn  riiKs  ()\  ni?ii:.v8K8  of  ('iiilduen 


obrtervi-rs  who  liuvc  written  about  tin-  d"  asc.  Tlic  pan-iitu 
also.  I  might  nay.  tviul  to  bo  of  u  ctrtain  mental  type  which 
nia.N  Ih'  (U'Htribed  as  'fuwy.'  It  might  be  supp^wed  that 
this  (liscasi'  i^  (.11,.  which  affects  nc^K-ctcd  ciiiklren  chiefly, 
or  chiluren  of  the  Ijospital  class  of  patients.  Quit.-  the  re- 
verie is  the  ewe.  You  see  some  of  the  best  marked  examples 
of  it  in  chihlren  wh(.  have  had  a  large  amount  irf  attention, 
sometimes,  one  mij;lit  nltnost  say.  an  excessive  amount  of 
attention  paid  to  them  from  their  infancy  upwards,  and 
u  ho  have  been  brought  up  ftmid  the  bent  surroundings. 

As  the  condition  projjresses  certain  complications  may 
appear,  tlie  cause  of  which  we  will  consider  hUer  on. 
Amongst  these  is  weakness  of  the  legs.  This  may  set  in 
fairly  early.  I  have  known  a  case  in  which  difficnlty  of 
walking  was  one  of  the  first  thintis  the  mother  noticed 
wrong,  in  all  cases,  if  they  have  gone  on  fo-  strnw  time, 
the  child  tends  to  get  weakness  of  the  legs  accompanied  by 
absence  of  knee-jerk.-— a  condition  which  looks  like  one  of 
peripheral  neuritis.  They  may  get  also  oedema  especially 
affecting  the  arms,  hands,  legs  and  feet,  without  any  renal 
disease  — one  of  those  'toxic'  or  'essential'  cedraias. 
as  they  are  sometimes  called,  which  you  are  apt  to  meet 
with  in  young  children  who  have  suffered  from  chronic 
intestinal  disorder  for  some  time.  That  you  will  see  in  a 
fair  number  of  cases. 

A  much  more  severe  complication  is  tetany.  There  ma.\ 
be  tetanic  spasm  of  the  hands  and  feet,  and  you  get  also 
in  a  few  cases  actual  general  oonTokioiu,  epileptiform 
convulsions. 

These,  then,  are  the  clinical  characteristics:  wast>  .j. 
diarrhoea  characterized  by  stools  that  are  not  numeroiv 
but  largo,  pale  and  offensive  ;  distensioa  of  the  abdomen  ; 
a  curious  mental  attitude  ;  and  certain  complications  such 
as  weakness  of  the  legs  with  absence  of  knee-jerks,  toxic  or 
essential  oedema,  tetany  and  sometimes  conTolsioos. 

The  disease  is  a  very  chronic  one.  it  runs  a  long  course 
which  can  be  measiu-ed  by  years.  It  has  also  this  aggra- 
vatii^  peculiarity,  that  it  exhibits  a  great  tendency  to 
relapse.  Just  when  everything  seems  to  be  going  well  and 
improvement  setting  in,  suddenly  there  is  a  set-back  and 
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all  the  symptoms  litcoine  aggravated  much  mmv.  Thin  is 
quite  a  wi'll-niiiikcd  feature  of  if  Voii  luust  not  siippose, 
however,  that  it  in  ueteHsurily  a  fatal  diMvatte — very  far 
frt»m  it.  It  may  be  compleiely  recovracd  from  even  if  it 

hivs  livsti'd  two  or  three  yeftrs,  and  the  ehikl  become  p«r- 
fectly  Huuiid  and  well  to  ull  iippeHrurv  c,  hut,  of  eourse.  you 
may  have  death  in  the  eourst'  of  the  disease,  usually  from 
aome  Intercuirent  trouble  such  as  broncho-pneumonia. 

There  is  ii  v'roup  of  th«-se  patients  whicli  is  v«iy  inter- 
esting— those,  namely,  where  the  disease  has  lauted  a  long 
time,  and  ha"  'n*«fefed  no  much  with  growth  and  develop- 
inent  tha'  >>.:  a  itiUim  results.  This  tendency  for  the 
disease  u  .•  ;  ,  ere  with  growth  and  dewlopment  was  well 
recognized  ^en  by  those  who  first  described  it,  but  it  is 
only  lately  that  the  late  Professor  Herter  wrote  a  little 
book  on  Intestinal  Infantilism  "  in  whic  h  great  stress  iy 
laid  on  the  arrested  j)hysi(  al  development.  1  thitUc,  myself, 
there  is  no  great  n»\.stery  about  ihe  infantilism.  It  is 
probably  simply  the  result  of  ehronic  starvation.  Any 
diaeagn  which  interferes  with  nutrition  will  finall\  lead  to  a 
condition  of  retarded  growth,  and  any  condition  of  retarded 
grow  th  and  development  one  may  speak  of  as  infuittliBm. 
The  child  .is  regards  its  physical  condition,  appears  two  or 
three  years  younger  than  it  really  is. 

As  regards  iiagiiosfar,  the  only  thing  that  coeliac  disease 
simulates  is  abdominal  tuberculosis.  The  distinction  be- 
tween tho  two  is  niatlc  all  the  more  difficult  by  the  fact 
that  cases  which  begin  as  coeliac  disease  or  intestinal  cararrh 
are  apt  to  bt  v ome  secondarily  infected  by  tubercle  and  pass 
on  abdominal  tuberculosis,  and  it  may  be  diffirult  to  say 
when  this  has  taken  place.  But  you  are  never  justified 
in  diagnosing  tubercle  unless  you  can  feel  enlarged  glands 
in  the  abdomen,  or  a  thickened  omentum,  or  make  out  the 
presence  of  free  fluid.  The  tuberculin  reaction  will  heln 
you  in  some  instances.  A  negative  reaction,  I  think,  wiL 
justify  you  in  the  case  of  a  youi^  child  in  excluding  tubercle. 

The  pathology  of  ca?liac  disease  is  still  disputed.  One 
thing  everybody  is  agreed  upon  is  that  if  you  make  a  post- 
asMftem  examination  in  one  of  these  eases  you  will  not 
find  anything  beyond  the  fact  that  the  intestmal  wall  is 
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rather  tliiii  and  atrophied-looking,  but  tliere  is  nothing  to 
be  made  out  on  careful  inspection  of  all  the  organs.  I 
have  had  a  poBt-in(»>tem  examination  on  two  cases,  imd  in 
neither  of  them  could  I  find  anything  visibly  \\Tong  at 
all.  In  the  absence  of  a  definite  naked-eye  pathology, 
various  theories  have  been  put  forward  as  to  the  cause  of 
the  symptoms.  It  has  been  suggested,  for  instance,  that 
they  iire  due  to  functi(>iuil  deficiency  on  the  part  of  the 
liver  ;  that  the  liver  does  not  secrete  enough  bile,  or  that 
it  does  not  perform  its  duty  adequately.  This  was  the 
theory  of  Chciidle.  A  second  theory  is  that  the  pancreas 
is  not  sufficiently  active.  A  third  theory  is  that  the  ct)ndi- 
tion  is  simply  due  to  catarrh  of  the  intestine,  possibly  set 
up  by  a  specific  type  of  micro-organism.  That  is  the 
theory  which  Professor  Herter  adopted. 

In  deciding  between  these  theories,  careful  examination 
of  the  stools  might  be  expected  to  be  of  help.  If  you 
examine  chemically  one  of  the  large  pale  offensive  motions, 
in  a  case  of  coeliac  disease,  you  will  find  always  a  great 
increase  in  the  amount  of  fat .  About  that  there  is  no  doubt . 
The  pale  colour  of  the  stools  is  mainly  due  to  insufficiently 
absorbed  fat.  I  have  never  seen  a  case  where  the  bile 
pigment  was  entirely  absent  from  the  stools  ;  with  the 
perchloride  test  you  can  get  a  bile  pigment  reaction.  There  is 
also  no  other  evidence  of  inactivity  of  the  liver  in  these  cases. 
There  is  no  defective  secretion  of  urea,  for  instance,  so 
that  one  can  only  say  there  is  insufficient  evidence  in  support 
of  the  view  that  the  liver  is  inactive.  It  may  not  be  as 
active  as  it  ought  to  be.  but  there  is  certainly  no  complete 
arrest  of  the  bile -secreting  function.  In  favour  of  the 
pancreatic  theory  is  the  imperfect  absc»ption  ci  fat.  But 
you  w  ill  find  that  most  of  the  fat  that  occurs  in  the  stoob 
in  these  cases  is  fat  already  split  up  into  fatty  acids  and 
soaps.  In  cases  where  the  pancreas  is  inactive,  the  form  in 
which  the  fat  is  met  with  in  the  stools  is  ordinarily  fat 
unsplit  up.  But  still,  in  some  cases  of  the  disease  there  is 
a  great  deal  of  unsplit-up  fat  ])resent,  looking  as  if  there 
were  perhaps  a  deflciencN  of  pancreatic  secretion.  In 
favour  of  that  view.  also,  is  the  fact  that  these  patients 
cannot  stand  starch.   If  you  give  them  much  starchy  food, 
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you  will  find  unaltered  starch  in  the  stools,  so  that  there 
is  a  certain  amount  of  evidence  in  favour  of  the  pancreatic 
view.  To  that  one  might  add  that,  undoubtedly,  some 
patients  arc  much  benefited  by  giving  them  active  pan- 
creatic ferments  by  the  mouth. 

There  is,  finally,  the  view  that  the  whole  clinical  picture 
is  simply  the  result  of  intestinal  catarrh.  In  favour  of  that 
is  the  fact  that  many  of  these  cases  begin  with  acute  int«stinal 
catarrh.  A  child,  for  instance,  gets  an  ordinary  acute 
attack  of  diarrhoea  from  which  it  does  not  make  a  complete 
recovery,  but  goes  on  by  degrees  to  exhibit  the  full-blown 
picture  of  coeliac  disease.  Then,  of  course,  the  intestinal 
catarrh  would  explain  the  character  of  the  stools  ;  because, 
if  the  contents  of  the  intestine  are  hurried  on  too  fast,  there 
is  no  time  for  the  absorption  of  fat,  so  that  a  large  excess 
of  fat  in  the  stools  is  quite  compatible  with  the  view  that 
one  is  dealing  with  an  intestinal  catarrh,  and  the  very 
offensive  character  of  the  motions  also  may  result  from  that  : 
the  contents  of  the  small  intestine  being  hurried  on  rapidly 
into  the  lai^e  intestine,  where  they  putrefy.  So  that  on 
the  basis  of  intestinal  catarrli  you  can  explain  all  the 
characters  of  the  stools  fairly  well.  Professor  Herter  went 
further,  and  adopted  the  view  that  the  catarrh  was  set  up 
by  a  specific  type  of  mkro-ai^iUBB».  He  pointed  out  that 
in  the  stools  in  tliese  cases  you  get  a  great  excess  of  gram- 
positive  organisms.  In  the  normal  stools  you  get  an  excess 
of  gram-n^ative  ones.  Dr.  Panton  exunined  for  me  the 
stools  from  two  cases  of  coeliac  disease,  and  there  was  no 
doubt  about  the  positive  organisms  being  relatively  in 
excess,  but  he  was  unable  to  find  specific  types  of  abnormal 
organisms  suefc  m  Mmi^t  be&ved  actually  caa^  the 
disease.  I  think  it  is  an  open  question  whether  the  organ- 
isms present  in  these  cases  are  not  the  result  of  the  state 
oi  the  intestine  rather  than  its  cause.  Abmirmal  flora  yott 
unioubtedly  get,  but  1  think  they  are  qmte  as  likely  to  be 
oomequences  of  the  catarrh  as  the  cause  of  it.  Whether 
the  condition  is  due  to  specific  organisms  or  not,  I  think 
Ukat  ail  the  evidence  »  in  favour  of  the  view  that  these 
cases  are  to  be  reckoned  essentially  as  cases  of  chronic 
intestinal  catarrh,  where  absorption  of  the  food  oon^tuents 
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is  greatly  interfered  with,  and  potssibly  there  is  in  some  of 
them  some  degree  of  defective  action  on  the  part  of  the  pan- 
creas as  well. 

We  now  come  to  the  important  question  of  treatment. 
The  iirst  and  most  imp(jrtant  thing  in  the  treatment  is  to 
find  a  suitable  diet.  Seeing  that  fat  is  so  badly  absorbed 
in  these  cases,  one  must  greatly  lessen  the  amount  of  fat 
in  the  food.  1  told  you  also  that  most  of  these  children  do 
not  stand  starch  well.  If  you  give  them  starchy  food,  you 
will  find  unaltered  starch  in  the  motions,  and  with  that  you 
get  fermentation  and  great  abdcniinal  distension,  so  that 
you  have  also  to  limit  the  amount  of  starch  or  give  a  sub- 
stitute for  the  starch  in  the  form  of  dextrinized  foods. 
Plroteins  the  patient  can  stand  quite  well,  and  gelatin  is  also 
a  particularly  useful  food  constituent,  so  that  it  comes 
to  this  :  the  constituents  of  the  diet  must  be  proteins, 
gelatin,  and  dextrins.  It  is  not  quite  easy  to  ooiratruct  a 
diet  on  these  lines,  and  yet  successful  treatment  depends 
entirely  upon  your  doing  so. 

I  should  recommend  that  you  always  make  raw  underdone 
meat  the  basis  of  the  diet.  Children  two  years  old,  or 
even  less,  will  take  si.\  ounces  of  raw  meat  daily  quite  well. 
It  is  made  by  scraping  d<jwn  the  meat,  so  as  to  remove  the 
&yre  from  the  connective  tissue,  and  may  be  given  ^\  ith  a 
little  broth.  The  only  objection  to  it  is  the  possibility  of 
producing  tape-worm.  That  happened  in  one  patient  that 
I  had.  but  it  is  rare,  and  in  any  case  it  is  easy  enf)ugh  to  deal 
with  the  tape-wdrm  afterwards  ;  but  there  is  no  question 
at  all  about  the  immense  vahie  in  these  cases  of  raw  meat. 
In  addition  to  the  raw  meat  itself,  you  can  also  give  with 
adimnti^e  pure  raw-meat  Juice.  I  do  i«jt  n^n  the  bottle 
juices.  I  mean  the  actual  juice  of  the  meat  squeezed  out  by 
means  of  a  press.  You  c-an  buy  ikjw  a  small  press  (the 
Hercules  Meat  Juice  Press),  and  by  turning  a  screw  you  can 
squeeze  from  the  meat  all  the  juice  part,  which  looks  just  like 
blood,  and  which  forms  a  liquid  of  high  nutritive  value. 
Several  ounces  of  this  can  be  given  in  the  course  of  a  day. 
The  raw  meat  and  meat  juice  should  be,  so  to  speak,  the 
^ice  de  rieistancc  of  the  (li(>t .  Dextrins  you  can  get  in  the 
form  of  BfeUin's  food  biscuits,  grape-nuts,  breakfast  biscuits, 
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and  malted  rusks,  whicli  contain  little  or  no  starch,  and 
can  be  given  freely.  Herter  is  a  great  believer  in  gelatin  ; 
he  thinks  it  does  not  form  a  basis  for  the  nourishment  of 
the  particular  organism  which  he  l^lieves  is  at  work  in  these 
cases.  Certainly  children  stand  it  well,  and  it  is  nourishing. 
You  can  give  it  in  the  form  of  calves'-foot  jelly  or  any  form 
of  food  into  which  gelatin  can  be  introduced.  Milk,  these 
patients  do  not  stand  well,  partly  because  it  contains  fat 
and  partly  because  the  curd  of  the  milk  is  not  easily  digested  ; 
but  you  can  give  skimmed  or  peptonized  milk,  and,  used 
cautiously,  you  will  find  it  of  value.  Fortunately,  there  is 
not  usually  much  difficulty  in  getting  the  child  to  take  this 
diet.    The  improvement  in  the  stools  under  it  is  immediate. 

Next  in  importance  is  the  hygienic  treatment,  and  one 
of  the  chief  things  to  attend  to  liere  is  the  avoidance  of  chill. 
These  cliildren  liave  a  great  tendency  to  get  cold  extremities, 
and  even  the  least  exposure  to  cold  may  bring  on  a  relapse 
and  a  return  of  the  diarrhoea.  Hence  you  have  to  guard 
them  very  particularly  against  chill.  The  legs  have  to  be 
kept  very  warm  ;  sometimes  one  may  have  to  wTap  them 
in  cotton-wool  and  bandage  them  ;  these  patients  should 
also  wear  a  flannel  binder  in  order  to  keep  the  abdomen 
warm.  Be  careful  also  that  they  do  not  get  chills  out  of 
doors  or  when  they  are  being  bathed.  Further,  you  will 
often  find  a  great  advantage  from  change  of  air.  If  a  case 
is  not  making  progres:--.  a  change  of  air  to  the  seaside  may 
help  matters  very  greatly.  In  a  protracted  sort  of  illness 
like  this,  it  may  be  necessary  several  times  in  the  year  to 
send  the  child  away  for  a  change. 

Last  we  come  to  the  treatment  by  meilicines,  Medicfnes 
help  you  a  good  deal  in  the  treatment,  but  they  are  .secondary 
in  importance  to  the  diet  and  general  management.  Fhrst 
I  would  put  opium.  It  is  particularly  sennlceable  :  it  lessens 
the  motions  by  delaying  the  passage  of  food  through  the 
small  intestine,  so  allowing  of  better  absorption,  and,  by 
preventing  tho  food  being  hurried  on  into  the  large  intestine 
before  it  has  been  absorbed,  it  lessens  putrefaction,  because 
by  the  time  the  contents  of  the  .''mall  intestine  reach  the 
colon  there  is  less  unabsorbed  material  to  putrefy.  Hence, 
aidar  tbe  me    opoia  ^  sloob  become  less  feefontt 
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less  copious  ami  l-ss  offensive  ;  the  nutrition  also  tends  to 
improve  as  the  child  gets  more  value  out  of  its  diet.  You 
may  give  1  minim  of  tincture  of  opium  three  times  a  day, 
for  every  year  of  the  child's  age.  with  a  carminative  mixture 
or  with  an  astringent  such  as  bismuth,  or  with  a  more 
powerful  astringent  such  as  nitrate  of  silver,  which  I  have 
often  used  with  great  advantage.  One-sixth  of  a  grain  of 
nitrate  of  silver  may  be  given  along  with  a  drop  or  two  of 
dilute  nitric  acid  and  a  little  glycerin  and  distilled  water. 
Some  people  are  afraid  of  using  filver  in  case  of  producing 
pigmentation,  but  I  have  never  known  that  happen.  By 
omitting  to  give  it  for  a  week  or  two  now  and  then  you  can 
obviate  any  sucli  danger. 

Under  the  heading  of  medicines  one  may  const'ler  the 
question  of  ferments.  Where  there  is  muv-h  iiiisplit-up  fat 
and  unaltered  starch  in  the  stools  it  is  weU  worth  while  to 
tr\-  an  active  preparation  of  pancreas.  One  of  the  best 
of  these  preparations  for  cliildren  is  tliat  known  as  '  Pan- 
kreon,'  given  in  the  form  of  sugar-tablets,  two  after  a  meal. 
Another  giod  preparation  is  tlie  American  one  called  '  Hola- 
din,'  which  may  be  given  in  capsules,  one  three  times  a  day, 
two  hours  after  a  raeid. 
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CHRONIC  CONSTIPATION  IN  INFANCY  AND 
CHILDHOOD 

Gentlemen. — Of  the  minor  maladira  of  early  life  there  is 

IK  \«  commoner,  or  more  far-reaching  in  its  consequences, 
tnan  that  v,hich  I  have  chosen  for  my  lecture  to-daj' — 
namely,  chronic  constipation.  And  the  subject  is  of  in- 
terest, not  only  on  account  of  its  immediate  significance, 
but  l)eoau.se  it  is  ver^  probable  that  the  habitual  constipa- 
tion of  adult  life,  which  everyone  knows  is  one  of  the  most 
prevalent  of  the  minor  maladies  of  the  people  at  large,  often 
owes  its  origin  to  the  neglect  of  habitual  constipation  in 
childhood.  For  it  must  be  remembered  that  the  bowel, 
aft3r  all,  is  a  creature  of  habit,  and  if  it  ia  to  be  ^jained  up 
in  the  way  it  should  go  its  education  mnst  be  fa^un  early, 
and  carried  out  persistently.  I  feel  perfectly  certain  that 
if  habitual  constipation  in  early  life  were  taken  more  seri- 
ousl\-,  and  wore  more  perseveringly  treated,  we  should  hear 
much  less  of  chronic  constipation  in  older  persons  than  we  do . 

It  will  be  convenient  for  our  purposes  this  afternoon  to 
consider,  first,  chronic  constipation  in  infancy,  and,  secondly, 
chronic  constipation  in  old^  children,  because  one  meets 
with  the  disorder  both  in  the  early  years  of  life  and  also  in 
what  om  *'%y  speak  of  broadly  as  later  childhood. 

CHRONIC  CONSTIPATION  IN  INFANCY. 

1  think  one  may  say  at  the  outset  that  constipation  in 
infancy  is  mwh  comn»oner  in  breaHt-fed  than  in  bottle-fed 
children.  I  know  that  in  some  text-books  the  very  reverse 
18  stated,  but  I  believe  that  to  be  a  mistake,  and  I  think 
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anyone  who  keeps  his  eyes  open  here  in  the  out-patient  room 
will  have  seen  that  when  an  infant  is  brought  for  constipa- 
tion it  is  almost  invariably  a  l)reast-fe(l  child. 

It  is  difficult  to  say  why  it  is  tliat  Ineast-fed  children 
shoidd  be  so  apt  to  suffer  from  chronic  constipation  ;  cer- 
tainly I  have  not  satisfied  myself  as  to  the  reason  for  it.  In 
some  eases  it  may.  pcrliajjs.  l»c  (hie  to  fsotm  ppniliarHy  in  *h( 
mother's  milk.  For  instance,  one  might  mention  as  one 
possible  peculiarity  a  deficiency  of  fat  in  the  milk,  and  that 
certainly  may  be  a  cause  in  some  instances.  On  the  other 
hand.  I  fee'  "crtain  that  in  some  of  them  it  is  due  not  so 
much  to  deficiency  of  any  ingredient  as  to  the  milk  being 
altogether  too  poor  in  quality,  too  watery,  with  the  natural 
result  that  it  is  al)sorbcd  almost  completely,  so  that  there  is 
practically  no  residue  left  to  stimulate  peristalsis.  And  in 
favour  of  that  view  is  the  fact  that  in  many  cases  the 
habitual  consti|)ation  is  accompanied  by  persistent  wasting, 
show-  g  that  the  child  is  getting  an  insufficient  amount  of 
nutriment.  That  may  explain  some  of  the  cases,  though 
certainly  not  all  of  them. 

Tlien.  again,  there  are  cases  of  constipation  which  are 
accompanied  by  colic,  where  the  child  is  more  or  less  rest- 
less, draws  up  his  legs,  and  shows  all  the  signs  which  one 
associates  with  spasm  in  the  bowels.  And  one  finds  not 
uncommon'"-  that  if  one  can  remote  the  colic  the  consti- 
pation also  disappears.  In  these  cases  1  think  we  may 
reasonably  speak  of  the  condition  as  one  of  spasmodic  con- 
stijxitioti.  There  would  .seem  to  l)e  a  spasmodic  contraction 
of  the  bowel  which  is  the  cause  of  the  colic,  and  which  is  at 
the  same  time  an  obstacle  to  the  onward  passage  ot  the 
intestinal  contents. 

There  is  anotlicr  grf)up  in  which  there  is  reason  to  sup- 
pose that  the  intestinal  secretions  are  defective.  For  instance, 
you  will  meet  with  cases  in  which  the  mother  says  that  the 
stools  are  exceedingly  hard,  friable,  and  even  chalk -like  in 
appearance,  and  in  those  cases,  I  think,  one  is  right  in  sup- 
posing that  there  is  a  defective  secretion  on  the  part  of  the 
intestinal  glands,  and  possibly  also  defective  secretion  on 
the  part  of  the  pancreas  and  the  liver,  and  that  it  is  to  this 
that  the  constipation  is  due. 
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Again,  it  in  poHsible,  although  it  is  difficult  to  prove  it, 
that  in  some  of  thPHe  cases  one  has  to  dml  vriih  congenital 

uton;/.  or  want  of  power  in  the  wall  of  the  bowel.  Com- 
bined with  this  congenital  muscular  feebleness  there  may 
also  be  a  deficiency  of  reflex  nerrons  excitability,  bot  there  is 

no  reason  that  I  can  tell  you  why  that  kind  of  constipation 
should  he  commomT  in  breast-fed  than  in  bottle-fetl  babies. 

There  is  another  point  about  constipation  in  infancy  to 
which  I  shou'd  like  to  direct  your  special  attention,  and  it 
is  that,  for  s'ime  reason  or  another,  it  is  particidarly  com- 
mon and  obstinate  in  children  who  suffer  from  any  form 
of  mental  deficiciicy.  The  forms  of  mental  deficiency  in 
which  it  is  particularly  apt  to  oc  cur  are  cretinism,  and  what 
one  can  best  term  infantilism.  Perhcips  one  should  not 
really  speak  cf  infantilism  as  a  form  of  mental  deficiency, 
but  it  is  at  all  events  an  arrested  development  in  which  to 
some  extent  the  brain  participates,  and  in  connection  with 
these  conditions  I  have  seen  some  of  the  most  obstinate  and 
severe  forms  of  habitual  constipation  in  infancy  which  one 
has  ever  met  with.  And  the  peculiar  thing  is  t  iri  such 
cases  the  administration  of  thyroid  to  the  Ii,.d  may  act 
almost  as  a  laxative.  A  few  years  ago  1  had  to  treat  a 
baby,  the  chief  complaint  being  that  it  suffered  from  con- 
stipation, and  always  had  suffered  from  it  to  an  extreme 
degree,  so  that  a  week  or  ten  days  might  elapse  without  a 
spontaneous  motion.  I  tried  all  sorts  of  aperients,  but 
without  success,  the  ef  orts  extending  over  a  long  time. 
The  child  was  born  in  8(  uth  Africa,,  and  the  mother  had 
consulted  several  people  in  this  country  about  it,  as  well 
as  on  the  Continent.  The  story  she  gave  was  that  various 
laxatives  had  been  recommended,  but  that  nothing  had 
yielded  success.  One  day  it  occurred  to  roe  that  the  child 
looked  slightly  cretinoid  ;  that  is  to  say,  although  it  was 
certainly  not  a  well-marked  cretin,  still,  there  were  features 
which  suggested  cretinism.  So  I  started  to  give  thyroid 
with  the  laxatives  which  had  been  prescribed,  and  practi- 
cally from  the  moment  that  combination  was  given  the 
diffiou1t\  with  the  Ijowols  disaf  reared.  That  is  a  good 
example  of  the  fact  to  which  I  wish  to  direct  your  attention 
— namely,  that  habitual  constipation  is  sometimes  associated 
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with  mental  deficiency,  and  in  such  cases  I  believe  it  to 
be  due  to  impaired  iniwrvation.   My  opinion  in  that  in 

these  children  the  (•(•mplicatcd  nervous  mechanism  con- 
trolling peristalsis  is  either  imperfectly  developed,  or  at  all 
events  sluggish,  just  as  one  knows  that  other  nervous 
mechanisms  are  interfered  with— for  instance,  that  which 
controls  sim'ccIi,  or  that  which  controls  the  complicated 
muscular  movements  concerned  in  the  act  of  walking. 
These  children  are  late  in  htamx^  to  talk  and  to  walk,  and 
I  believe  that  they  are  also  late  in  devek>ping  a  proper 
peristaltic  control. 

Of  the  consequences  ol  habitual  constipation  in  the  in- 
fantile period  of  life  I  have  mentioned  one — namely,  watt- 
ing— and  that  is  perha])s  one  of  the  commonest  conse- 
quences of  it,  or,  at  all  events,  it  is  one  of  the  commonest 
concomitants  of  the  Rlnggish  action  of  the  bow^.   1  have 
said  that  in  some  cases  this  wasting  is  to  be  explained  by 
the  poverty  of  the  mother  s  milk,  which  not  only  causes 
constipation  in  the  way  I  have  indicated,  but  also  causes 
wasting.   But  that  certainly  is  not  the  cause  of  the  wasting 
in  every  case,  because  it  not  infrequently  happens  that 
when  one  gives  an  aperient  to  such  a  child,  and  begins  to 
get  a  regular  action  of  the  bowels,  it  begins  to  gain  we^ht 
straight  away,  even  though  there  is  no  alteration  in  the 
feeding.    It  would  seem,  therefore,  that  there  must  be 
some  cause  for  wasting  in  these  cases  other  than  mere 
de&tency  in  the  constituente  of  the  milk.   What  that 
other  cause  is  it  would  be  diflficult  to  say.    I  think  that  in 
some  cases  it  is  due  to  deficient  secretion  of  the  intestinal 
juices  of  which  I  spoke,  which  leads  to  imperfect  digestion 
of  the  food,  or  perhaps  to  imperfect  absorption  of  it.  And 
when,  by  suitable  aperients,  one  stimulates  the  secretion  of 
the  intestinal  glands,  digestion  and  absorption  are  both 
improved,  and  in  consequence  the  weight  b^pns  to  go  up. 
I  think  that  in  addition  there  is  some  reason  to  suppose  that 
in  some  cases  the  w  asting  is  due  to  the  continual  restlessness 
w  hieh  the  constipation  causes.   The  chiW  is  kept  constantly 
uncomfortable,  and  as  the  attacks  of  colic  cume  on  he 
screams  and  kicks  about  very  vigorously.    Also  he  sleeps 
badly,  so  that  altogether  he  expends  a  great  deal  more 
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moacular  energy  than  doeti  the  normal  child  of  thmt  age. 
TiAi  «B  meftiM  »  waste  of  tissue. 

Then,  there  are  certain  mechanical  conscqiionccs  of 
habitual  conntipation  which  Hhould  be  borne  in  mind.  One 
of  them  is  the  rcHult  of  the  continual  straining  which  the 
constipation  induces.   This  strain  falls  most  on  the  ab- 
dominal wall,    .-^nd  f>no  of  the  most  obvious  of  tlicse  rcsidts 
is  the  developtnent  of  hernia,  and  particularly  umbilical 
hernia.  One  often  sees  nmbilwal  hernia  in  ohildrra  who 
are  the  subjects  of  habitual  constipation.   Another  result  of 
this  constant  straining  to  pass  a  motion  is  the  occurrence  of 
a  partial  prolapse  of  the  rectum.    There  is  a  third  and  rarer 
consequence  of  habitual  constipation  which  must  be  men- 
tioned, and  that  is  dilatntioti  of  the  colon.    The  exact  mode 
of  production  of  this  condition,  which  is  also  known  as 
'idiopathic  dilatation  of  the  colon,'  or  'Hirschsprung's 
disease,'  is  still  in  dispute.    1  have  spoken  of  it  as  if  it  were 
the  result  of  prolonged  constipation,  but  it  is  only"  right  to 
point  out  that  many  believe  that  dilatation  and  hyper- 
trophy of  the  colon  may  occur  as  a  congenital  defect,  and 
be  accompanied  by  obstinate  constipation  as  one  of  its 
symptoms.   Whatever  the  cwrrect  explanation  may  be,  you 
will  oecMbnaBy  meet  with  cases — nrarly  always  in  boys — 
in  whiefa  there  is  a  history  of  inveterate  constipation  dating 
from  birth,  and  in  which  you  tind  the  abdomen  to  he  greatly 
distended,  tympanitic,  and  often  exhibiting  visible  colonic 
peristalsis.   I  had  a  case  of  this  sort  lately  in  ii  baby  of  ten 
months,  in  wiiich  there  had  been  no  action  of  the  bowels 
for  ten  days  in  spite  of  the  vigorous  use  of  enema ta.  If 
you  examine  such  a  colon  after  death — and  the  cwsm  are 
not  infrequently  fatal — you  will  find  tliat  it  is  enormously 
dilated  throughout  most  of  its  length,  and  the  wall  greatly 
thickened,  just  as  the  wall  of  the  8ti>mach  is  in  cases  of 
pyloric  obstruction.   The  curious  thing,  however,  is  that  no 
actual  cause  of  an  obstruction  can  be  discovered,  certainly 
none  of  an  anatomical  sort.   Hence  the  explanation  has 
been  advanced  that  the  obstmetion  is  really  a  physiological 
one,  and  consists  in  a  neuro-muscular  defect,  in  consequence 
of  whicii  a  section  of  the  colon  is  iiusapable  of  forwarding 
its  contents . 
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The  treat  nent  of  dilatation  of  the  colon  is  really  nurgieal, 
and  I  only  mention  it  here  becAUne  ot  itn  AHHOciatton  with 

constipation. 

Finally,  there  are  iilhw  roDscqtit  nrcs  tliis  lialiltiial  con- 
stiputioii,  the  rewult  ol  the  stugimtion  of  intestinal  contents, 
and  the  irritati<^n  by  those  contents  of  the  wall  of  the  gut. 
AraongHt  those  conx  ciMencc.  peihaps  the  jnost  marked  arc 
diHturbances  of  sleep  and  restlessness,  often  accompanied 
by  twitching  movementB,  and  Rometimes  culminating  in 
convulsions.  On  the  other  hand,  little  babieti  seem  to 
suffer  mncli  less  from  the  toxii-  consequences  of  constipa- 
tion than  (h)  okler  chihlren.  That  is  probably  attributable 
to  the  fact  that  the  diet  of  infantu  comifttH  almost  entirety 
of  milk,  and  that  milk  produces  a  less  decree  of  intestinal 
putrefaction  than  does  any  other  article  of  food. 

I  shali  now  speak  of  the  trtatmeni  ot  habitaal  conitipa- 
.ion  in  infancy.  And  first  I  woidd  emphasize  that  the 
treatment  must  be  persistent.  You  will  tind  that  the  treat- 
ment adopted  by  the  mother  in  such  cases  tends  to  be  any- 
thti^  but  p««i8tent.  The  child  is  in  most  cases  allowed 
to  go  on  without  a  motion  for  two  or  three  days,  and  not 
until  then  is  anything  done,  and  then  the  mother  gets 
alarmed,  and  fltes  to  castor  oil  or  some  other  drastic 
aperient.  This  acts  at  the  time,  and  then  the  child  is 
allowed  to  go  on  again  for  another  two  or  tlircc  days,  or 
perhaps  l(»nger,  and  the  treatment  is  repeated,  and  so  on. 
That,  of  course,  is  not  the  way  to  deal  with  a  case  of  habitual 
constipation  in  an  infant.  The  treatment  of  thes(>  cases 
should  not  be  by  means  of  drastic  aperients,  but  by  means 
of  those  aperients  which  exert  a  more  or  less  tonic  action  on 
the  bowels.  Your  object  should  be  in  all  these  cases  to 
educate  the  bowel  to  act  spontaneously  :  you  do  rrot  want  to 
have  to  go  on  giving  aperients  always,  but  to  bring  about  a 
condition  of  affairs  in  which  the  bowels  act  spontaneously. 
Such  aperients  as  aloes  and  casrara  sa^'rada  are  the  best, 
and  in  many  cases  one  has  to  fall  back  upon  one  or  other  of 
those  in  order  to  produce  a  suitable  action.  But  before  I 
proceed  to  speak  of  the  methods  of  prescribing  aloes  and 
cascara,  I  want  to  mention  one  or  two  other  plans  which 
are  sometimes  sufficient  in  the  milder  cases.    In  bottle-fed 
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babii'H.  for  iiiHtuiu  i',  you  w  ill  find  that  adding  (rflOfl^te  of 
•odft  to  ^  bottle  is  oiten  enough  to  produce  an  Mtkm. 

Ymi  should  add  5  to  10  fjiaius  to  rach  f«'t'd.  Or  one  may 
ttometimi-H  give  maiuia,  which  has  a  laxative  effect.  It 
BhotUd  be  diasolTed  in  hot  water  and  added  to  the  food .  Or 
HometimcH  a  grain  or  ho  of  sulphur  given  with  the  baity  s 
milk  prodiir  -'s  the  desirctl  effect.  In  hreast-fed  hnbieti  fluid 
mugiiesiu  is  often  found  to  be  a  useful  aperient. 

On  the  other  kmd,  ^lere  are  certain  methods  of  treat- 
ment which  yoi^ou<;ht  to  avid.  One  of  these  is  any 
attempt  to  treat  eomtipation  in  the  child  by  administering 
apertent«  to  the  mother.  One  can  only  call  that  a  very 
roundabout  and  unsatisfactory  metluid  of  trying  to  reach 
the  child's  complaint.  .Man»'  oeop'e  believe,  however,  that 
that  method  of  treatment  .  .ucious,  and  you  will  find 
tliat  Hometimes  aalph^t  .gaesia  is  adminhtered  to  tbe 
mother  with  that  f)bjec  it  you  will  think  it  over  you  will 
see  that  the  only  chanc^.  I  thia  acting  i^  that  Home  of  the 
sulphate  of  magnesia  may  be  e»}reted  in  the  milk,  and  m> 
rraoh  the  child's  intestine.  If  the  mother  suffers  from 
constipation  there  is  no  constipating  principle  excreted  in 
her  milk  that  1  know  of,  and  the  only  conceivable  way  in 
whM^h  laxatives  could  aet  upon  the  ohiM  if  given  to  Hxe 
mother  would  be  by  reaching  the  child  throiigh  the  milk. 
But  that  is  »c  uncertain  that  it  in  not  a  method  which  could 
commend  itself  to  any  rational  therapeutist.  Again,  I  do 
nut  think  the  tendency  to  administer  aperients  by  the  lower 
bowel  is  much  to  be  commended.  That  is  a  method  largelj' 
in  vogue  in  the  niursery,  in  the  form  of  soap  suppositories 
or  small  injections.  In  some  cases  that  treatment  good 
enough — that  is  to  say,  in  those  cises  where  the  constipa- 
tion is  due  entirely  to  stagnation  in  the  large  bowel  and  the 
d^ective  action  of  the  lower  part  of  the  large  intestine. 
But  if ,  as  I  think  there  is  reason  to  sup})o»t-,  many  of  those 
cases  are  d(U'  to  a  cause  operating  much  higher  up  in  the 
intestine,  such  a  method  of  treatment  is  net  to  be  com- 
mended, because  it  aeir;  npon  one  section  dt  the  bowel  only. 
The  habitual  use  >.\    '  ••  encnuita  or  suppositories 

is  also  apt  to  rt  ul!  .n  v  r-  rt; -in  amount  of  irritation 
of  the  rectum,  set'  ng  up  a  ehro  iic  catanh  or  ^octitis. 
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For  these  reasons  this  method  of  treatment  is  not  to  be 
commended. 

As  ail  .K  c  essorv  to  bringing  about  a  proper  and  rcgidar 
action  of  the  bowels,  viamige  is  always  a  plan  to  lu-  adopted. 
It  undoubtedly  helps  where  the  constipation  depends  upon 
a  defective  muscular  tone  in  the  large  bowel,  and  it  can 
easily  be  carried  out  by  the  mother  by  rubbing  tii"  abdo- 
men along  the  line  of  the  colon  systematically  for  five  or 
ten  minutes  two  or  three  times  a  day,  at  the  same  time 
kneading  the  bowel.  If  necessary,  a  small  amount  of  any 
unguent  or  oil  may  be  used  to  prevent  breakinjj;  of  the  skiii. 
but  I  think  it  is  futile  to  expect  that  by  rubbing  anything 
on  the  abdomen  it  will  find  its  way  in,  and  produce  laxity 
of  the  bowels  in  that  way.  One  has  known  an  aloetic  pre- 
paration used  with  the  idea  of  it  being  absorbed  ;  but  that, 
like  the  method  of  trying  to  bring  about  an  action  of  the 
bowels  of  the  baby  by  giving  the  mother  a  laxative,  is  very 
unsatisfactory.  The  oily  substance  which  you  rub  on  the 
abdomen  acts  mechanically,  if  it  acts  at  a.'l,  and  is  only  used 
to  prevent  irritation  of  the  skin,  which  might  otherwise 
follow  the  rubbing. 

I  have  said  that  one  has  to  fall  back  in  all  obstinate  cases 
upon  one  or  other  of  the  tonic  aperients,  such  as  eloes  or 
eascara.  Aloes  is  best  given  to  little  children  in  the  form 
of  the  tincture.  For  a  cliild  aged  si.t  months  3  to  5  minims 
will  be  sutKcient.  With  that  you  may  combine  some  other 
aperient  drugs,  because  in  children,  as  is  probable  also  in 
adults,  aperients  often  act  best  when  given  in  combination. 
One  f(»rm  of  aperient  acts  on  the  muscles,  another  on  the 
nerves,  and  another  on  the  secretions,  and  you  want  to 
combine  the  actions  of  all.  We  do  not  know  exactly  what 
is  the  actual  factor  at  work  in  the  production  of  any  given 
case  of  constipation.  Certainly  1  do  not  pretend  to  know 
definitely  whether  a  given  case  of  constipation  is  due  to 
defective  muscidar  action,  or  to  defective  secretion,  or  to 
defective  nervous  control ;  therefore  in  the  treatment  it  is 
better  to  give  a  small  amount  of  an  agent  which  will  act 
upon  each  of  these  difTerent  constituents.  For  instance, 
one  can  give  3  or  4  minims  tincture  of  aloes  with  the  idea 
of  stimulating  the  peristalsis  of  the  intestines,  and  also 
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10  grains  of  sulphate  of  soda  to  increase  secretion.  One 
haa  to  remember  also  that  aloes  has  a  griping  action,  and  it 
is  necessary  to  put  something  ii\t<)  the  medicine  to  prevent 
it.  Of  the  preparations  with  that  action,  one  of  the  best 
is  belladonna,  so  that  one  adds  about  1  minim  of  the  tinc- 
ture of  belladonna  to  the  mixture.  It  is  always  well  to 
<X\Vi'  m  addition  a  carminative  (such  as  syrup  of  ginger, 
20  minims),  and  peppermint-water  t(»  1  drachm.  Some 
such  mixture  as  that  may  be  given  both  night  and  morning, 
or  it  may  be  given  three  times  a  day,  or  oftener.  One  has 
to  find  out  wliat  dose  is  required  to  produce  a  (hiil\-  action 
in  the  ease  with  wliich  one  has  to  deal,  and,  luiviiig  found 
what  dose  is  required,  one  should  maintain  it  for  a.  number 
of  weeks.  It  sl»ould  then  be  gradually  discontinued,  and 
probably  one  will  find  that  by  the  end  of  that  time  the 
bowels  have  learnt  to  act  spontaneoosly.  Sometimes  even 
that  combination  of  aperients  is  not  sufl&cient.  Some  of 
these  cases  are  so  obstinate  that  even  stronger  measures 
are  necessary  to  bring  about  what  is  desired.  And  in  such 
a  case  you  may  add  syrup  of  senna,  which  acts  on  the  small 
bowel  as  well  as  the  large  one,  15  to  20  minims  of  the  syrup 
being  added  to  each  dose  of  the  mixture.  I  have  recently 
used  in  some  cases  of  chronic  constipation  in  infancy  the  new 
synthetic  aperient  wliich  goes  by  the  name  of  'purgen."  It 
produces  fairly  satisfactory  results  if  given  in  doses  of  |  to 
1  grain  twice  a  day,  but  I  think  it  acts  mainly  by  stimulating 
secretion,  and  does  not  seem  to  exercise  any  tonic  effect, 
such  as  does  aloes.    It  has  the  advantage  of  not  griping. 

Some  special  indications  for  the  use  of  drugs  may  be 
gathered  from  the  study  of  the  motions.  If  they  are  white, 
chalky,  or  friable,  you  will  find  that  there  is  nothing  so  good 
as  podopliyllin.  It  is  best  given  in  tlic  form  of  the  tincture, 
1  or  2  minims  two  or  three  times  a  day  being  the  dose.  It 
may  either  be  added  to  the  mixture  which  I  have  described, 
or  it  may  be  given  by  itself.  If  there  is  much  straining, 
and  the  motions  are  hard  and  passed  with  much  difficulty 
and  tenesmus,  I  think  you  will  find  that  sulphur  gives 
specially  good  results.  I  use  it  in  the  form  of  the  confec- 
tion, in  half-teaspoonful  doses.  It  softens  the  motions  in 
a  wonderful  way,  and  children  take  it  well. 
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CONSTIPATION  IN  LATEB  CHILDHOOD. 

So  much  for  constipation  in  the  period  of  infancy.  Now 

we  pass  to  consider  its  oecurrence  in  later  ehildlioocl.  Here, 
as  I  indicated  at  the  outset,  the  malady  is  often  the  result 
of  the  n^lect  of  constipation  during  infancy,  but  in  some 
cases  that  is  not  the  cause,  the  constipation  being  acquired, 
and  coming  on  after  the  child  has  cut  the  second  teeth. 
In  some  of  these  cases  it  is  due  to  defective  diet,  to  the 
child  not  getting  a  sufficiency  of  those  things  which  stimu- 
late peristalsis.  That  is  to  say,  the  diet  is  cither  alto- 
gether deticieut  in  bulk,  or  it  is  deficient  in  those  articles 
which  contain  a  quantity  of  cellulose  which  one  knows  are 
specially  calculated  to  produce  an  action  ot  the  bowels. 
I  think  it  is  easily  po  sible  to  exaggerate  the  importance 
of  the  dietetic  causes  of  constipation,  and  as  an  inference 
from  that  we  may  safely  say  it  is  easy  to  exaggerate  the 
amount  of  improvement  which  you  are  likely  to  obtain  by 
an  alteration  of  thf  diet.  I  am  certain  of  this,  that  there 
is  scarcely  any  case  of  constipation  bad  enough  to  be 
brought  to  tlie  doctor  for  treatment  which  can  be  treated 
effectivelx-  by  change  of  diet  alone.  It  sounds  plausible 
that  if  you  give  things  which  will  stimulate  the  bowels, 
bulky  things  or  those  which  contain  stimulating  principles, 
you  will  effectually  remedy  the  condition.  But  I  am  per- 
fectly certain  that  if  you  attempt  to  carry  timt  out  in 
practice  you  will  be  disappointed  in  the  majority  of  cases. 
Further,  if  your  dieting  fails  to  do  good,  then  you  may  be 
certain  you  will  end  b\-  doing  harm  ;  for  if  you  increase  the 
bulk  of  the  diet  without  remedying  the  constipation,  the 
result  is  that  the  bowel  has  still  more  work  thrown  upon 
it.  the  accumulation  becomes  greater,  and  the  chances  of 
dilatation  and  atony  are  increased.  So  I  would  sa.\  to 
you  that  if  your  dietetic  means  do  not  answer  at  once  they 
are  likely  to  do  more  harm  than  good  if  persisted  ix? .  After 
all.  there  is  nothing  very  mysterious  in  the  way  in  •\  hi(  h 
dietetic  means  act.  They  either  act  mechanically  by  stimu- 
lating peristalsis,  or  they  act— pruMs,  for  instance,  do — 
because  they  contain  laxative  principles,  and  it  is  much 
easier  to  regulate  a  dose  of  senna  than  a  dose  of  prunes. 
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III  tlie  one  case  you  know  exactly  what  ^oii  aii'  doing,  but 
in  the  other  you  do  not,  and  I  do  not  see  \vh  \-  prunes  should 
be  preferred  as  an  aperient  to  senna.  It  is  true  one  is  a 
common  article  of  diet  and  the  other  is  not.  hut  that  is 
not  a  special  commendation.  80,  although  a  modification 
of  the  diet  may  be  necessary  in  such  cases  or  advisable,  in 
all  your  more  severe  cases  you  will  require  to  fall  back  on 
drugs. 

In  other  cases  of  habitual  constipation  in  the  later  period 
of  childhood  the  condition  is  due.  no  doubt .  as  in  the  adult, 
to  some  secretory  or  muscidar  fault  in  the  l)o\vcl.  or  to  some 
sluggishness  of  reflex  action,  or  possibly  to  a  combination 
of  these  causes — that  is  to  say.  to  deficient  innervation 
along  witli  defective  muscular  action  and  secretion.  And, 
as  I  have  said,  1  do  not  think  anyone  can  pretend  to  know 
with  certainty  which  of  these  causes  it  is  that  is  at  work 
in  any  given  case.  I  would  warn  you  here  a'  nut  a  fallacy 
into  which  one  is  tempted  to  be  led.  and  that  is  of  mistaking 
an  insutiicient  action  of  the  bowel  for  a  natural  action. 
Again  and  again  you  will  be  told  by  the  mother  that  the 
action  of  the  child's  bowels  is  regular.  And  so  it  probably 
is.  but  it  is  insufficient  ;  there  is  not  a  complete  evacuation 
every  day  ;  only  a  certain  amount  is  passed,  while  a  certain 
amount  is  retained.  The  inference  from  this  is  that  if  you 
are  dealing  with  a  chiltl  whom  you  believe  from  its  symp- 
toms to  be  subject  to  constipation,  you  should  not  be 
deterred  from  administering  aperients  just  because  yon  are 
told  by  the  mf)ther  or  the  luirso  that  the  bowels  act  regu- 
larly. Over  and  over  again  I  have  found  great  benefit 
from  giving  aperients  to  children  in  spite  of  the  assurance 
that  the  bowels  were  regular. 

The  results  of  constipation  in  later  childhood  are  even 
more  far-reaching  than  in  infancy,  and  for  this  reason  : 
that  you  have  the  toxic  effects  superadded  to  those  which 
are  due  to  reflex  irritation,  which  I  have  mentioned  as 
being  chiefly  at  work  in  the  case  of  the  infant.  You  will 
find  that  older  children  who  suffer  from  constipation  are 
always  dull  and  languid  ;  they  suffer  from  ^adaete  ai^ 
defective  appetite,  and  in  particular  from  disturbed  sleep. 
They  are  restless  and  nervous  at  night.    Again,  vou  will 
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tind  that,  as  a  consequence  of  the  toxaemia,  their  tempers 
become  affected,  and  they  are  depressed,  irritable,  and 
peevish.  You  will  also  liiul,  as  a  result  of  llie  retention  of 
the  intestinal  cotitcnts  and  the  production  of  an  excess  of 
mucus  by  the  irritation  of  the  seybala  in  the  bowel,  that 
the  lodgment  of  worms  in  the  intestine  is  encouraged  ; 
indeed,  I  would  say  that  the  treatment  of  threadworms  in 
most  cases  consists  in  giving  regular  laxatives.  You  will 
find  there  is  a  rarer  consequence  of  constipation,  and  one 
which  is  apt  to  be  overlooked,  and  that  is  intermittent 
pyrexia.  '  <>u  will  liave  cases  brought  to  you  every  n<n\ 
and  then — and  very  puzzling  they  are  uidess  you  are  warned 
about  them — in  which  the  mother  tells  you  that  the  child 
at  intervals  of  a  few  weeks  becomes  feverish.  Tlicre  is 
nothing  else  obviously  Avrong  with  the  child,  but  at  night 
the  temperature  goes  up  to  102°  or  103°.  and  that  sort  of 
thing  li  .'  V  go  on  for  several  nights  in  succession,  and  may 
subside  without  there  being  any  other  special  manifestation 
of  illness.  1  saw  not  long  ago  two  little  girls,  in  both  of 
whom  the  history  was  that  the  child  had  suffered  for  some 
months  from  the  attacks  of  pyrexia  such  as  I  have  men- 
tioned. All  sorts  of  treatment  had  been  adopted,  but 
without  any  benefit.  I  was  told  that  the  bowels  acted 
regularly,  but.  in  spite  of  that.  1  gave  aperients,  and  pushed 
them  until  tlicre  Avere  two  liquid  actions  every  day.  That 
caused  the  pyrexia  to  disappear.  How  the  pyrexia  is 
brought  about  in  such  cases  I  do  not  know.  It  may  be 
toxic.  l»ut.  at  all  events.  1  would  say  that  if  you  have  a 
child  brought  before  you  which  suflers  from  recurrent 
attacks  of  pyrexia  without  any  apparent  reason,  you  will 
do  wisely  to  order  that  child  aperients,  and  in  the  majority 
of  cases  that  treatment  alone  will  be  successfid. 

Now  to  pass  to  the  question  of  the  treatment  ol  con- 
liipatim  in  Uka  eUMhood.  You  will  give  your  attention, 
or  direct  the  mother's  attention  to  the  ordinary  hygienic 
rules,  to  the  importance  of  suitable  diet,  if  neces.sarv,  to 
regular  exercises,  to  massage  of  the  abdomen,  or  perhaps 
abdominal  exercises,  and  sometimes  even  to  eold  douching 
or  sponging  of  the  abdomen.  .All  of  these  measures  help, 
and  should  be  tried  first.    In  some  cases,  again,  you  will 
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tiiid  it  advjiiitageous  to  order  Larger  qtiantiti"s  of  liquid 
to  be  drunk.  There  are  some  children  who  do  not  drink 
enough  water,  and  in  certain  cases,  where  the  motiom  are 
dry.  yoTi  Avill  find  that  merely  drinking  larger  quantities 
of  fluid  is  sufficient  to  bring  about  a  satisfactory  result. 
But  in  the  majority  of  cases  you  will  find  that  these  means 
alone  are  not  sufficient,  and  at  last  you  have  to  fall  back  on 
the  use  of  aperients.  Here  the  principle  an  Inch  T  laid  down 
for  infants  applies  with  greater  force  ;  that  is  to  sa\-,  the 
treatment  which  you  adopt  must  be  persistent  and  con- 
tinuous, and  not  spasmodic  and  intermittent,  and  the 
drugs  which  are  used  should  be  those  which  have  a  tonic 
effect  on  the  whole  of  the  bowel.  Here,  again,  cascara  is 
very  useful,  given  ])rcferably  as  the  elixir,  or  you  may  give 
aloes  in  the  form  I  have  indicated.  Of  course,  you  will 
require  to  increa.se  the  dose  in  accordance  with  the  age  of 
the  child.  In  some  cases  quite  a  large  dose  will  have  to  be 
given.  I  have  had  to  give  as  much  as  a  drachm  of  sulphate 
of  soda  and  15  minims  of  tincture  of  aloes,  with  some  syrup 
of  senna,  three  or  four  times  in  the  day  before  a  satisfac- 
tory result  was  produced.  You  should  give  an  increasing 
dose  until  you  get  at  least  two  liq\iid  motion.-,  in  the  day. 
Having  reached  that  point,  you  continue  the  same  dose  for 
some  weeks,  and  then  gradually  leave  it  off,  for  at  the  end 
of  that  tin\(>  you  hope  to  have  brought  about  a  spontaneous 
action  and  educated  the  bowel  to  perform  its  function 
properly.  Here.  too.  as  in  the  case  of  little  babies,  there 
are  sometimes  special  indications  to  be  derived  from  the 
character  of  the  symptoms.  Where,  for  instance,  there  is 
reason  to  suppose  that  there  exists  a  sluggish  action  of  the 
liver — whatever  that  may  mean — where  there  is  depression 
of  spirits,  and  a  yellov,-  cojijunctiva.  and  a  furred  tongue, 
you  only  get  the  best  results  by  giving  a  so-called  hepatic 
aperient  in  addition  to  the  other  drugs  which  I  have  re- 
commended, and  one  of  the  best  of  these  is  mercury.  One 
may  give  it  in  the  form  of  gray  powder  at  night  in  addition 
to  the  aperients  I  have  deecribed.  If  there  is  much  mucus 
in  the  motions  and  worms  are  present,  I  prefer  to  give 
mercury  along  with  rhubarb.  5  to  10  grains  of  powdered 
rhubarb,  with  1  or  more  grains  of  gray  powder,  being  given 
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in  the  form  of  ii  racliet.  You  will  find  tliat  the  rhubarb 
has  a  tonic  effect  upon  the  mucous  membrane — or  an 
astringent  effect,  as  some  regard  it — and  one  of  the  con- 
sequences of  its  administration  is  that  mucus  ceases  to 
bp  secreted  in  sucli  a  lari^e  amount  as  before.  Tlu'  result 
is  that  tlie  worms  no  longer  find  lodgment,  and  so  they 
disappear.  But  rhubarb  has  not  that  tonic  effect  on  the 
muscular  part  of  the  bowel  which  bcloii<zs  to  aloes  and 
cascara.  It  has  an  astringent  after-effect,  for  which  reason 
manv  people  object  to  its  continuous  use.  But  in  many 
cases,  in  combination  with  gray  powder,  it  gives  better 
results  than  aiiytliirif.;  rise.  That  is  the  ])rinoiple  to  go 
upon  in  your  treatment — to  select  a  tcmic  aperient,  and  ad- 
minister it  persistently.  If  you  are  persistent,  it  does  not 
matter  very  much  what  laxative  you  give  :  yoti  may  find 
one  child  will  react  better  to  one  form,  and  another  chiUl 
will  do  better  on  another  form.  The  great  thing  to  bear 
in  mind  is  the  education  of  the  bowel,  and  in  a  child  it 
should  always  l)c  possible  to  do  that.  In  chronic  constipa- 
tion in  the  adult  the  bowel  seems  to  be  almost  ineducable, 
but  in  the  case  of  the  child  one  ought  always  to  be  able, 
by  persistence,  to  train  it  properly.  By  persistence  one 
means  treatment  carried  out  often  over  weeks,  or  even 
months,  ami  it  is  always  well  to  warn  the  parents  that  the 
treatment  must  necessarily  be  proloi^^,  and  that  they 
must  not  be  discouraged.  If  this  persistence  is  practised. 
I  am  sure  that  the  reward  will  be,  not  only  the  relief  of 
the  immediate  symptoms,  but  the  jMPCTention,  possibly,  in 
after-life  of  habitual  sluggishness  of  the  bowels  and  all  the 
conse.'iv.r  i-'jes  which  follow  in  its  train. 
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THE  WASTIHO  DISBASB8  OF  IHFAHOY— KARASIIUS 
AMD  OOmmOAL  SYPHILIS 

WAST  INC. 

Gentlemen  —In  this  lecture  I  wish  to  consider  with  you 
wasting  as  a  symptom  of  disease  in  infancy.  When  you 
go  into  practice  it  will  occur  to  you  almost  every  day  to 
have  a  l)aby  Inrot^t  to  you  with  the  complaint  that  it  is 
wasting.  • 

The  mother  will  tell  you,  in  the  common  phrase,  that  it 
was  'a  beautiful  baby  born,'  but  that  either  from  birth 
or  at  some  period  subsequent  to  birth  it  began  to  waste. 
Anil  very  commonly  you  will  find  on  inquiry  that  the  child 
began  to  waste  when  artificial  feeding  was  adopted.  I 
would  point  out  to  you  that  wasting  is  not  a  disease  in 
itself  ;  it  is,  strictly  speaking,  a  symptom,  not  a  disease. 
So  when  a  child  is  brought  to  you  with  this  complaint  it  is 
your  duty  to  try  to  find  out  to  what  the  wasting  in  that 
particular  case  is  due  ;  and  there  are  many  possibilities 
which  shoukl  present  themselves  to  your  mind. 

The  first  is  that  tli«  iMdiiig  may  to  iiaidld«it.  Th&t  is 
the  first  possible  oause  of  wasting,  and,  of  course,  a  most 
natural  one.  If  the  case  be  one  of  a  breast-fed  child,  you 
may  find  on  analysis  of  the  milk  that  it  i,;  poor  in  fat,  or 
that  the  total  quantity  secreted  is  small.  If  it  be  a  b(  ttle- 
ted  child,  you  will  find  that  by  increasing  the  strength  of 
the  mixtme  on  which  the  chi  is  fed,  or  by  giving  ir.ore 
at  each  feed,  it  will  statt  to  gain  weight.  So  tluic  is  no 
great  dilBRculty  in  d^^Mti^  wasting  fefwa  mereinsufSBkiieney 
of  nourishment. 
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Tlu'ii  villi  may  have,  as  a  mtoiuI  cause  of  wastinjj.  in- 
ability on  the  part  ol  the  child  to  sack.  That  is  a  cause 
which  you  are  more  likely  to  overlook.  The  child  may 
be  unable  to  suck  the  breast  or  the  bottle  because  of  local 

(Mmditioiis — mean  sueh  thinjjs  as  stomatitis,  an  inflamtnl 
and  painful  condition  of  tlie  mouth,  which  makes  the 
Hiuvements  of  the  tongue  in  sucking  produotiye  of  acute 
pain.  In  siMjh  a  (a-e  the  child  will  cease  to  suck,  and 
whilst  the  local  condition  lasts  he  will  waste.  But  that, 
as  you  will  see,  is  not  likeh-  to  be  a  cause  of  chronic  or 
proloi^ed  wasting,  because  those  local  conditions  in  the 
mouth  are,  fortunately,  usually  of  only  sliort  duration. 
Then,  a  child  may  be  unable  to  suck  because  he  is  unable 
to  breathe.  I  mean  that  if  the  nose  be  blocked  up  the 
child  has  only  one  channel  left  by  wliich  both  to  breathe 
and  to  feed,  and  in  that  case  he  is  unable  to  breathe  whilst 
sucking  ;  and  owing  to  that  he  is  probably  unable  to  get 
down  a  sufficiency  of  nourishment,  and  so  again  wasting 
occurs.  Other  local  causes  are  such  conditions  as  hare- 
lip or  cleft-palate.  1  have  known  children  waste  severely 
on  account  of  t^  'nability  to  suck  from  the  presence  d  a 
cleft-pilate. 

In  the  thiril  p..v  . .  1  would  remind  you  again  of  the  possi- 
bility:  in  the  case  of  bottle-fed  children,  that  the  teat  may 
be  antnitable.  I  saw  a  child  not  long  ^o,  for  instance, 
which  was  brought  to  me  when  a  month  old.  and  Aveighed 
only  6  pounds  7  ounces.  At  first  I  could  find  no  obvious 
cause  for  the  wasting.  I  made  a  little  modification  in  the 
feeding,  and  it  was  brought  a  week  later  weighing  6  pounds 

5  ounces.  Still  I  could  find  no  explanation  for  the  loss  of 
V  i>ight .  The  child  came  back  a  week  later  weighing  6  pounds 
4  ounces.  Then  I  looked  at  the  teat,  and  found  it  was  of 
the  'leech-bite  '  form  which,  as  I  told  you  before,  often 
prevents  tlie  milk  coming  through  easily.  I  recommended 
that  the  bottle  should  have  a  new  teat,  which  was  done, 
and  the  child  was  brought  back  the  next  week  weighing 

6  pounds  10  ounces,  and  in  a  fortnight  it  weighed  7  pounds 
12  ounces.  That  is  an  example  of  how  real  this  cause  of 
wastii^  may  be,  no  matter  how  trivial  it  may  appear. 

In  the  fourth  place,  an  infant  may  waste  on  account  of 
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persistent  indigestion -that  is  to  nay,  if  a  child  in  getting  a 
mixture  wliich  is  too  strong  for  him,  a  mixture  whfch  is 
chemically  quite  sufficient  to  supply  his  nutritive  require- 
im-nts,  but  which  is  too  strong  for  the  digestive  organs, 
that  child  will  waste,  with  the  ordinary  symptoms  which 
I  deficribed  to  you  in  another  lecture— namely,  colic,  vomit- 
ing, and  probably  otcasional  diarrhcoa.  So  »hat  the  treat- 
ment of  this  form  of  wasting  will  resolve  itself  practically 
into  treatment  of  tlu-  ilisorders  I  described  to  you  earlier  in 
the  course. 

A  fifth  cause,  and  one  which  you  miist  never  overlook,  is 
the  possibility  of  the  existence  o!  organic  disease,  i  refer 
particularly  to  congenital  syphilis,  to  latent  tuberculosis 
in  some  form  or  another,  and,  though  this  is  rarer,  to  the 
presence  of  an  undiscovered  empyema.  All  those  forms  of 
organic  disease  may  be  the  cause  of  serious  wasting,  and  I 
shall  consider  them  separately  in  a  few  minutes. 

We  come  now  to  the  last  group  of  cases  in  which  one  finds 
wasting,  those,  namely,  in  which  there  is  no  apparent  or 
discoverable  cause.  It  is  to  that  group,  a  comparatively 
small  one,  that  the  term  '  marasmus,'  or,  as  it  is  sometime  ■ 
called,  athrepsia,  is  strictly  applicable.  1  do  not  think  one 
has  any  right  to  talk  of  marasmus  when  one  is  referrii^ 
simply  to  a  case  <rf  insufficient  feeding,  or  where  one  is 
dealing  with  persistent  indigestion,  or  where  there  is  an 
«»ganio  cause,  such  as  those  I  mentioned  in  the  fifth  group. 
I  think  om>  should  reserve  the  term  marasmus  for  those 
cases  where  there  is  wasting  for  which  one  can  find  no 
sufficient  explanation.  1  saw  recently  in  the  post-mortem 
room  an  autcjpsy  upon  a  baby  which  belonged  to  this 
group,  and  the  house  physician  who  brought  the  organs 
to  me  said  he  was  puzzled  at  being  unable  \o  find  any 
evid«Mit  cause  for  the  child's  death.  That  is  exactly  what 
one  expects  in  those  cases.  You  search  the  body  thoroughly 
after  death,  but  can  find  no  reason  at  all  for  the  wasting 
and  fatal  issue.  Xatnrally.  theories  have  been  advanced 
to  account  for  such  an  occurrence.  'J'he>  are  some  who 
state  that  if  you  examine  the  alimentary  c...  al  liisttdogi- 
caliy  in  those  cases  you  will  generally  find  it  to  be  the  seat 
of  microscopic  alterations.    They  assert  that  you  will  find 


104 


L£CTUB£8  UN  DISEASES  OF  CRILDBEX 


m;il  (l('V»'ln|»mcnt  <>f  tin-  1\  iiipli-fnilicio  anil  I'l-yci  's  patclirs, 
uiui  that  vou  will  timl  also  atrophy  uiid  i-utarrh  of  tin*  glaiulK 
of  Llebcrkilhn.  On  th»*  (tthvr  hand,  it  i»  tlonied  HtronuoiiMly 
by  otin'is  that  thrsc  a|i|>iii(  iit  microscopic  Hn<liims  hare 
any  siyiiificainc  at  all.  Tlicy  say  yon  will  liiid  tlinii  as 
commonly  in  childrfn  who  arc  not  waited,  niniph  as  a 
rc«tilt  of  pcwt-mortem  change,  and  if  yon  inflate  the  bowel 
of  children  \\  ln>  liavc  died  fmin  other  diseaHes  yott  will  find 
a  similar  alteration  brought  about  purely  mecha'.iically . 
There  in  perhaps  more  to  be  naid  for  tliose  who  r.mintain 
that  tbk  condition  of  apparently  eauHeleHtt  wa8ti.i<^  is  not 
due  to  aiiythinjj  on  this  >ide  of  tlie  aliinentiiry  canal  at  all. 
but  that  it  is  a  tissue  vice,  a  failure  of  assimilative  power 
on  the  part  of  the  tHsues  generally,  perhaps  on  the  part 
of  the  liver  particularly.  1  conf<  s.-  that  that  sounds  rather 
vague,  and  1  admit  it  is  vague,  but  1  do  not  know  of  any 
way  in  which  to  put  it  more  clearly.  And  such  a  condi- 
tion is  not  unthinkable.  You  can  find  analogies  for  it  in 
certain  diseases  of  yrown-uj)  peisons.  There  is  the  failure 
of  assimilative  power  with  regard  to  carbohydrates  in 
diabetes  ;  you  know  of  a  similar  failure  ar  regards  fat  in 
some  cases  of  ol)e>ity.  where  the  fat  is  stored  "p  instead 
of  being  consumed.  There  is  also  the  failure  oi  assimila- 
tive power  with  regard  to  some  nitrogenous  compounds 
in  gout.  Anfl  it  is  possible  that  .some  children  come  into 
the  world  with  coii'jicnital  inability  on  the  part  of  their' 
cells  to  assimilate  nutriment  properly  ;  ajid  the  conditions 
under  which  many  marasmie  children  are  born  would 
conduce  to  that  congenital  feeblenc  ss  They  are  often  born 
at  the  end  of  large  families,  when  the  reproductive  jiower 
may  be  assumed  to  be  on  the  wane,  or  to  be  partially  ex- 
hausted, and  they  have  often  been  brought  up  under  very 
unsuitable  liyii;ienic  surroundings,  and  probably  have  been 
alvva\  s  badly  feil. 

So  much  for  the  pathology,  if  one  may  call  it  so,  of  this 
condition.  The  symptoms  I  neeil  hardly  (U-scribe  to  you. 
The  chief  one  is  persistent  loss  of  weinht,  and  in  the  group 
of  cases  which  1  am  now  particularly  considering — those 
to  which  the  term  '  marasmus  '  is  strictly  applicable — there 
need  be  no  other  symptom  at  all ;  no  special  disorder  of 
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(Iit;(  >tioii.  IK)  (liiirilid'ii,  ami  rm  vomitiiit;.  'Pin-  child  .simply 
gcH's  on  Uming  wpiglit.  with  varying  rapidity  ;  he  iM-icinH's 
tdirunken  and  emaoiatwl.  ami  finally  pmwntH  tliat  {msture 
of  extrrmc  tVclilciu ss  and  atropliy  whwh  w  so  eoiniHf»nly 
si'cn  in  the  out-patient  room  (Fig.  tt). 

'I'hf  treatment  ol  maraimui  you  will  find  by  no  meann 
Mtisfaotory.  The  treatment  of  wasting  tlue  to  many  of 
those  other  caiises  I  luive  nu-ntioned  is  (jiiite  easy,  it  is 
easy  t»>  inereaso  the  amount  of  food,  or  to  alter  it.  It  is 
often  easy  to  correct  indigefition.  or  even  to  deal  with  some 
fomts  of  organic  disease,  but  it  is  not  easy  to  improve 
the  assimilative  power  in  (>n(>  of  these  marasniie  ehildren. 
You  will  find  that  you  exhaust  all  yeur  ingenuity  In  devis- 
ing mixtures  <rf  artificial  foods  without  any  success  ;  and, 
indeed,  these  are  the  eases  which  are  ])rou<;ht  to  you  with 
the  history  thai  they  have  had  all  sorts  of  foods  without 
any  benefit.  If  you  can,  you  will  probably  find  that  the 
best  tiling  to  do  with  tho.se  marasniie  ehildren,  assuming 
that  they  are  not  hein<;  fed  from  the  hreast  of  the  mother, 
is  to  get  them  a  wet  nurse.  They  certainly  do  better  on 
human  milk  than  on  anything  else,  and  you  will  save  a 
ceitain  j)ro}>ortion  of  theni  by  having  recourse  to  that 
means.  FaiUng  that,  you  often  have  to  use  the  \ost 
easily  digested  ni'xturcR  which  you  can  find.  For  instance, 
peptonized  milk  may  be  used,  and  by  extreme  care  in 
feediiiji.  and  by  husbandini?  the  ehiUrs  strength  at  the 
same  time — that  is  to  say,  by  keeping  him  very  warm,  so 
that  his  expenditm«  of  heat  is  comi»ratively  small — ^you 
raaj'  sonietinies  be  able  to  tide  him  on  until  the  period  w  hen 
the  first  teeth  are  eut.  Fortunately,  about  that  periotl 
the  digestive  power  of  such  children  often  appears  to 
undergo  a  sudden  alteration  for  the  better,  and  towards 
the  sixth  month  they  hos'm  to  be  able  to  deal,  not  perhaps 
with  milk,  which  in  these  cases  often  presents  a  great 
difficulty,  but  they  begin  to  be  able  to  digest  starchy  foods, 
and  thrive  upon  them  ;  and  after  that  all  the  difficulties 
which  you  have  been  combating  may  disappear.  But  you 
have  to  be  prepareil  for  frequent  disappointment,  inasmuch 
as  these  children  often  go  persistently  dow  nhill  and  die,  no 
matter  what  you  do  for  them.   One  peculiar  symptom 
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which  you  arc  likely  to  mei't  uidi  losvards  the  teimiimtion 
of  (h»-sV  lascs  nf  nmrasmiis  is  iliat  tlir  ttmpnatun-,  which 
haH  U'eii  previously  normal,  or  porhaiw  subiutinml,  rushes 
up  to  n  very  high  point.  I  have  known  it  go  up  to  10S°  F.. 
and  •  ven  higher.  ThiH  development  of  h\  pcrp)  rexia  iiv  the 
las'  liours  ..f  life  is  a  tliiu^  whieh  oet  ur^  nut  uncommonly, 
autl  you  may  peiiiaps  think,  on  that  account,  that  there  will 
)te  Hi'gnH  of  tuberculoHis  after  death,  but  y«>u  do  not  neces- 
sarily  fiii<l  such  signs  at  all.  I  do  not  know  what  it  means, 
but  it  is  always  a  symptom  of  grave  signitii  ance.  I  have 
never  known  a  case  whwh  developed  it  survive  mm>  than 
a  few  hours  at  the  most. 
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I  will  ii'-w  pass  from  the  subject  of  maiusnuis  to  cim- 
aider  th»  se  two  organic  diseases,  congenital  syphilis  and 
tuberculosis,  whfch  so  often  manifest  themselves  chiefly 
by  the  symptom  of  wasting.  We  sliall  take  congenital 
syphUis  first.  I  sliall  not  tleal  at  all  exhaustively  with  it, 
and  I  shall  not  describe  it  as  it  oecurs  in  okler  children. 
I  want  merely  to  deal  with  congenital  syphilis  as  it  occurs 
in  young  infaTits,  and  particularly  to  tell  you  how  you  are 
to  reco-ini/j-  it.  because  upon  its  recognition,  1  need  hardly 
say.  the  proper  treatment  of  that  group  of  cases  in  whi  h 
the  wasting  is  induced  by  the  existeiwe  of  the  syphilitic 
taint  must  always  d(  pend. 

In  the  first  place,  if  you  susi)ect  that  congenital  syphilis 
may  be  the  cause  of  wasting  in  a  c  ase  with  which  you 
have  to  deal.  \  on  must  inquire  carefully  into  the  family 
history.  1  have  previously  told  you  that  you  must  inquire 
carefully  into  the  family  history  of  all  infants,  but  you 
must  pmticuuulv  do  so  in  those  wh<.ni  yon  susiKct  to  be 
the  subjects  of  this  disease.  You  will  ask  about  the  health 
of  the  previous  children  ;  about  the  number  of  still-births, 
if  any  ;  whether  there  have  been  any  miscarriages  ;  and 
^vhether  ih.v  :  \\\\<\  Ixforc  von  was  carried  to  term.  You 
may  get  a  positive  hisU)ry  which  is  extremely  suspicious. 
You  may  have  a  narration  of  cases  of  still-birth  or  repeated 
miscarriages,  or  the  present  child  may  have  been  prema- 
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tutc'ly  born.  But  you  must  be  prepared  ever,\  now  and 
then  to  liear.  in  a  case  in  which  you  may  conclude  on  other 
grounds  that  the  child  is  the  subject  of  congenital  syphilis, 
that  the  family  history  is  good.  In  other  words,  you  do 
not  always  get  a  suspicious  family  history,  and  you  must 
not  be  led  off  the  scent  by  its  absence.  What,  then,  are 
the  signs  by  which  you  will  recognize  the  existence  of  the 
syphilitic  dyscrasia  in  a  young  child  ?  Yf)U  will  often,  by 
a  mere"  casual  inspection,  ln'  al)k'  to  decide  almost  at  once 
tiiat  tiie  child  is  the  subject  of  syphilis.  There  is  the  char- 
acteristic facies  which  has  been  often  described.  The  child 
has  a  shrunken  or  wizened  up  appearance.  The  skin  has  a 
curious  earthy  tint,  which  has  been  compared  to  that  of  a 
mixture  of  coffee  and  milk,  and  the  nose  often  shows  a  de- 
pression of  the  bridge.  There  is  commonly  also  an  absence 
or  a  sr.mtiness  f>f  the  eyebrows.  Wlien  you  look  more  care- 
fully at  the  head  you  will  fintl  frequent iy,  although  by  no 
means  always  a  peculiarity  of  the  hair  to  which  I  want  to 
direct  your  special  attention.  This  peculiarity  of  the  hair 
has  never,  so  far  as  1  know ,  been  described  in  books  on  this 
subject,  but  you  will  often  find  it  of  very  real  service  in 
diagnosing  congenital  syphilis.  You  will  observe  in  many 
of  these  children  that  the  hair  is  unusually  long,  that  it  is 
straight,  fine  in  texture,  and  usually  dark  in  colour,  sug- 
gesting fur  rather  than  hair — a  combination  of  thii^s  which 
one  is  in  the  liabit  of  describing  as  the  'syphilitic  wig.' 
The  existence  of  tins  as  a  sign  of  congenital  syphilis  in  early 
life  was  pointed  out  to  me  some  years  ago  by  Dr.  W.  8. 
Colman,  and  I  have  frequently  found  it  of  the  very  greatest 
value  in  diagnosing  early  cases  of  congenital  syphilis.  1 
shall  show  you  immediately  lantern  slides  illustrating 
examples  of  the  syphilitic  wig,  in  order  that  you  may  be 
able  to  recognize  it  afterwards  (Fig.  7). 

You  will  find  signs  in  the  bones  in  many  cases  also  ; 
a  bossing  of  the  fronto-parietal  eminences  is  a  common, 
but  not  an  invariable,  sign.  The  existence  of  those  areas 
of  softening  behind  the  ears  and  along  the  oc(  i|)ital  suture, 
to  which  the  term  '  cranio-tabes  '  is  applied,  is  frequently  to 
be  made  out.  You  will  often  find  also  that  there  is  a  slight 
d^ree  of  hydrocephalus,  and  that  the  veins  on  the  scalp  are 
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prominent  ami  diHtendeil  (Fig.  H).    Along  with  tliat  you 
niav  observe  a  l  urious  ridging  ot  the  edgts  of  tlu-  sutures, 
and  a  alight  tliit  k«'ning  roun<l  tiie  margin  of  the  anterior 
fontanelle.  the  bone  being,  as  it  were,  slightly  heaped  up. 
I  do  not  sa>  that  such  heaping  up  is  invariably  due  to  eon- 
genital  b/philis  ;  but,  like  head-bossing  and  cranio-tabes,  I 
think  it  is  more  commonly  due  to  that  "lan  to  anything 
ehie.    Then,  passing  down  over  the  ehild.  you  will  fre- 
quentlv  tiiid  the  existeiu c  of  an  eruption;  but  here,  again, 
not  necessarily  always.    Xor  is  the  eruption  of  congenital 
syphilitic  disease  always  easy  to  recognize.    It  occurs,  as 
you  probably  know,  more  coinmonly  about  the  natts  than 
anywhere  else.    But  you  will  remember  that  in  that  region 
also  eruptions  of  the  nattire  of  intertrigo,  due  to  irritation 
b\'  the  stools  or  by  the  urine,  are  not  by  any  means  un- 
common, and  you  will  not  always  tiiid  it  easy  to  tell  when 
you  are  dealing  with  a  syphilitic  eruption  and  when  you 
are  dealing  with  one  which  is  due  to  this  irritation.  But 
there  are  certain  points  which  will  help  you.    One  is  the 
colour  of  the  eru})ti<ui.    In  congenital  syphilis  it  has  that 
coppery  tint  which  is  so  characteristic  of  syphilitic  skin 
lesions  wherever  found.    You  will  find  also  that  whereas 
an  intertrigo  rasli  a])pears  oidy  on  the  opposed  surfaces, 
those  which  tcnah  one  another,  a  nyphilitic  eruption  tends 
to  wander  down  over  the  limbs,  perhaps  over  the  calves, 
and  tends  to  appea-     i\  tlu>  soles  of  the  feet  or  the  palms 
of  the  hands.    And  when  it  appears  in  these  situations  it 
often  has  a  silky  or  glistening  look.    Condylomattt  may 
also  be  met  with,  but  rsaely  below  the  age  of  one  year 
(Fig.  11). 

tevfiiBg  is  anijther  common  sign,  as  you  know,  but  1 
would  warn  you  not  to  attach  too  much  importance  to 
it.  Snuffling' and  the  presence  of  an  eruption  are  signs 
which  are  apt  to  be  overrated  as  a  means  of  diagnosing 
syphilis,  for  those  two  signs  in  children  are  not  by  an.\ 
means  always  due  to  that  disease.  Moreover.  nian> 
syi^iUtk;  children  do  not  have  snuffling  at  all.  Other 
causes  of  it  are  the  presence  of  a  mere  cold  in  the  licad, 
or  the  existence  of  adenoids.  I  shall  have  a  good  deal  to 
say  in  a  subsequent  lecture  upon  the  8ubjet;t  of  adenoids 
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ill  children  ;  and  I  <»iily  want  to  point  out  now  that  adenoitls 
tlo  occur  in  infancy,  and  that  tiiey  may  give  rise  to  snuffling 
and  discharge  from  the  nostrils  which  you  may  mistake  for 
tlie  signs  of  sypliiiis.  A  cold  in  the  licad  you  sliould  not 
mistake  for  it  i)ccause  the  cold  is  usually  of  shorter  dura- 
tion, whereas  the  snufHing  of  congenital  syphilis  lasts  fcr 
some  time.  The  snuffling  of  syphilis  does  not  begin  immedi- 
ately after  hirth  :  there  is  usuallv  an  interval  of  at  least 
two  or  three  weeks,  and  it  is  always  accompanied,  sooner 
or  later,  by  the  discharge  of  a  yellov  ish  irritating  fluid  from 
the  nose. 

There  are  certain  other  symptoms  which  you  may  look 
for.    One  is  the  existence  of' thickenings  of  the  phalanges— 
what  is  called  gyphiUtie  daetylitit.  You  \vi\\  find  that  of 
help  in  the  diagnosis  in  a  few  cases  ;  and  I  have  also  known 
cases  recognized  by  the  existence  of  gummatous  deposits, 
particularly  gummatous  epididymitis,  which  may  occ'jt  in 
quite  young  infants.    You  will  perhaps  get  some  help  from 
an  examination  of  the  viscera.    You  may  possibly  find 
splenic  enlargement.   This  occurs  in  about  50  per  cent,  of 
eases  of  congenital  syphilis,  but  you  must  not  expec  t  to 
find  it  great  in  degree.    A  spleen  which  has  been  enlargetl 
by  congenital  syphilis  is  not  often  very  big  ;  it  is  palpable, 
but  usually  not  more  than  that.    An  untction  which  also 
occurs  sometimes  in  this  disease  is  an  inflammation  of  the 
ends  of  the  long  bones,  so-called  syphilitic  epiphysitis.  It 
is  really  a  perichondritis  affectir^  the  whole  length  of  the 
bone,  but  the  tenderness  and  swelling  are  most  marked 
round  the  joint,  because  the  muscles  are  inserted  there 
and  drag  upon  the  perichondrium.    It  usually  affects  the 
upper  limbs .    On  account  of  the  tendemeM  there  is  a  1<»8  of 
ability  to  use  the  limb,  sometimes  spoken  of  as  syphilitic 
pseudo-paralysis,  so  called  because  it  is  not  a  genuine  para- 
lysis, but  aii  inability  to  make  use  of  the  limb  from  the 
existence  of  pain.   I  shaU  have  more  to  say  about  that 
when  I  talk  about  paralysis  in  infancy  generally. 

Last.  I  would  mention  a  symptom  which  has  been  em- 
phasized by  Dr.  Eustace  Smith,  and  which  one  Bometim^ 
finds  <rf  use  in  diagnoste,  and  that  m  mtlesmew  at  night. 
Sy^ilitk  ehikbrea*  few  some  reason  cat  other,  are  apt  to 
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be  wakeful  and  ri'stlcss  at  !ii<,'lit.  and  In  cry  a  pieat  deal 
at  that  time.  J)r.  Smith  suggests  that  this  may  be  due 
to  the  existence  of  periosteal  pains,  just  as  there  are  often 
pains  in  tlie  bunes  of  a(bdts  who  siitTer  from  sypliih's.  At 
all  events,  you  will  sometimes  lind  tiiat  this  symptom  will 
put  you  on  the  right  track,  and  enable  you  to  diagnose  the 
existenee  of  a  syphilitic  taint. 

When  all  is  said  and  done,  and  you  have  all  these  pos- 
sible signs  before  you,  there  will  .•(till  remain  a  residuum  of 
cases  in  which  you  must  be  in  doubt,  because  there  are 
many  ehildren  who  waste  merely  1)e(ause  tli'n'  have  a 
slight  syphilitic  taint  ;  they  are  not,  strictly  speaking, 
sufferers  from  congenital  syphilis,  but  there  is  a  syphilitic 
strain  in  the  family,  and  there  is  enough  of  the  poi.son  in 
tliem  to  affeet  tlieir  nutriti^in  adversely  ;  and  it  is  in  these 
eases  that  one  often  has  got  to  be  guided  in  the  diagnosis 
by  the  results  of  treatment,  by  giving  antisyphilitic  remedies, 
and  seeing  what  happens.  You  will  lemember  I  showed 
you  some  charts  of  wasting  infants,  in  whom  the  adminis- 
tration of  gray  powder  at  once  caused  a  gain  in  weight, 
and  in  a  certain  proportion  ()f  these  cases  that  result  is 
probably  due  to  tlie  existeiK  «•  of  a  congenital  syphilitic 
taint  which  one  has  overlooked.  I  told  you  that  it  is  not 
invariably  due  to  that.  I  think  one  sees  gray  powder  cause 
a  gain  in  weight  in  cases  in  M  hich  one  has  every  reason  to 
exclude  syphilis  ;  but  in  some  of  the  cases  the  explanation 
of  such  a  rise  in  weight  may  be  that  the  child  has  been 
slightly  affected  by  this  disease 

If  you  have  satisfied  yoinself  tliat  w  isting  is  due  to 
congenital  syphilis,  there  is  a  definite  line  of  treatment 
marked  out.  You  have  to  treat  the  syphilis  by  mercury, 
and  the  best  way  of  doing  so  is  by  the  mouth,  giving  J  grain 
of  gray  powder  in  this  way  four  times  a  day.  Begin  witli 
^  grain  in  the  morning  and  i  grain  at  night,  until  you  have 
got  up  to  that  dose  four  times  a  day.  It  is  important  to 
recognize  signs  of  overdosage.  How  shall  you  know  when 
you  are  giving  too  much  mercury  ?  You  know  that  you 
can  recognize  oTerdosage  in  adults  by  the  occurrence  of 
salivation  ,  but  infants  never  salivate  with  mercury.  1  do 
not  know  why  that  is,  but  it  is  probably  due  to  the  fact 
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that  the  salivary  ghiiuls  do  nut  tlevilop  well  until  the  teeth 
are  cut.  At  all  events,  salivation  is  not  to  be  looked  for 
wlu-n  giving  im-rcurv  l<)  young  chiltlren.  The  great  sign  in 
infants  is  the  appearance  of  diarrhcea.  So  if  during  your 
treatment  with  mercury  diarrhoea  develops,  remember  it 
may  be  due  to  the  giving  of  too  large  (1< )ses . 

How  long  shall  you  continue  to  give  mercury  ?    That  is 
a  question  uhieh  often  presents  real  difiieulties  in  practice. 
Many  peoj.le  advise  you  to  stop  giving  mercury  when  all 
the  symptoms  have  disappeared .    I  tliink  those  who  recom- 
mend you  to  t-ontinue  the  treatment  for  nearly  a  year, 
in  at  least  moderate  doses,  are  probably  better  advised. 
There  is  a  danger  in  stopping  too  soon.    Over  and  over 
again  it  has  been  niy  experience  to  stop  mercury  when 
everything  seemed  to  be  going  on  well,  and  to  have  the  child 
brought  back  a  month  or  so  later  with  definite  signs  of 
syphilis  again.    Of  course,  you  often  find  it  difllicult  to 
persuade  mothers  to  allow  treatment  to  be  carried  on. 
The  tendency  in  hospital  practice  is  for  patients  to  cease 
attending  when  the  symptoms  have  disappeared,  so  you 
must  impress  upon  parents  at  the  outset  the  necessity  for 
prolonged  treatment.    Sometimes  you  will  find  it  difficult 
to  give  mercury  by  the  mouth  ;  there  are  some  children  in 
whom  even  quite  small  doses  produce  diarrhoea,  and  in 
these  cas(>s  iiumction  into  the  skin  is  a  good  method  of 
treatment .    1  generally  use  blue  ointment,  about  I  drachm 
of  it  being  rubbed  into  the  abdomen  once,  or  at  most  tw  ice. 
in  the  day,  after  which  the  skin  is  covered  by  a  flannel 
binder,  so  that  gradual  absorption  of  the  ointment  goes  on. 
You  w  ill  find  syphilitic  children  tend  to  suffer  from  a  sort 
of  cachexia  and  from  ana>mia,  and  if  that  is  a  prominent 
symptom  it  is  advisable  to  give  cod-liver  oil  and  iron  as 
vvell  as  mercury.    Indeed,  there  is  reason  to  suppose  that 
the  prolonged  administration  of  mercury  is  in  itself  apt  to 
produce  ansemia,  and  that  is  probably  why  many  people 
advise  its  early  discontinuance.    So  when  you  go  on  giving 
mercury  after  the  symptoms  have  disappeared,  you  may 
find  it  well  to  give  iron  and  cod-liver  oil  in  addition . 

What  about  the  treatment  ol  local  lesions?   I  think 
you  should  treat  the  snuffles  by  syringing  or  brushing  out 
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the  nose  with  a  solution  of  liorax  or  of  corrosive  siihliinate 
(1  in  2,U(M)),  uiul  putting  a  weak  mercurial  ointment  up  tlie 
nostrils  by  mesnH  of  a  feather.  That  prevents  the  crusts 
from  drying  and  the  nose  from  hecoiniiiL;  l>loeke(l  up.  I 
usually  employ  weak  white  precipitate  oititnient  for  the 
purpose.  The  other  chief  l(H>al  symptom  which  (me  has  to 
treat  is  the  eruption,  and  that  you  can  do  either  by  weak 
corrosive  suhliniatc  i)aths  or  by  dustinf^  powders  containini: 
calomel.  Sometimes  yon  may  une  a  combination  of  weak 
white  precipitate  ointment  and  zinc  ointment. 


LECTURE  X 


TUBERCULOSIS  IN  CHILDHOOD 

Gentlemen. — In  tlic  last  Icctun'  we  were  considering 
wasting  as  a  sign  of  disease  in  iiilaiuy,  anil  we  saw  that 
there  were  several  morbid  conditioiui  which  may  be  asso- 
ciated witli  it  as  one  of  the  chief  symptoms.  I  enumerated 
to  you  sev  ral  possible  causes  of  wasting  in  children  which 
you  must  consider  when  a  case  comes  before  you,  and  I 
dwelt  particularlx-  upon  congenital  syphilis  as  one  of  the 
organic  diseases  \\hicli  may  he  a  cause — sometimes  an  un- 
suspected one — of  that  condition.  Now,  in  this  lecture  I 
wish  to  dhrect  your  attention  to  the  other  great  cnrganic 
disease  which  may  he  a  cause  of  wasting  in  children,  both 
in  infancy  and  in  later  childhood.    1  mean  tuberculosis. 

The  Ireqiienoy  of  this  disease  in  children  will  be  realized 
from  this  fact  :  tliat  careful  hospital  statistics,  taken  in 
various  parts  of  the  world,  show  tliat  about  one-third  of 
all  the  children  who  die  in  hospital  die  of  tuberculosis  in 
some  form  or  another  ;  and,  further,  in  about  12  per  cent, 
of  the  remaining  cases  t)d)ercle  is  present  in  a  latent  form. 
If  you  examine  tlie  bodies  of  those  children  after  death, 
you  will  find  that  the  tuberculosis  tends  to  attack  one 
particular  set  of  tissues  with  a  very  strikii^  degree  of 
regularity.     Those  are  the  tissues  which  are  cf)nccrncd 
with  the  formation  of  the  blood.    Ninety  per  cent,  of  all 
the  cases  show  an  affection  of  the  lymphatic  system  or 
the  bones.    Tlie  lymphatic  system,  you  will  remember,  is 
engaged  in  the  formation  of  one  variety  of  white  blood 
corpuscles,  and  the  bones  are  quite  as  much  blood-forming 
organs  as  they  are  supportii^  tissues.   And  so  when  on© 
says  that  the  bones  are  affected,  one  really  means  that  a 
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bltioil  loimiug  oigua  is  atlVi  toil.  Ami  I  want  to  iinprt'KH 
upon  you  thia  fact,  thnt  it  w  this  particular  set  of  tiKKueti 
which,  more  than  any  otiicrs.  ivm\>  ti.  \>v  invlvcd  in  ttilicr- 
culoaia  in  early  life.  If  you  looli  at  tlif  diagram  on  tlu-  wall, 
which  shows  the  af{e  distribution  of  500  consecutive  cases 
of  tuberculosis  in  children,  taken  fmin  the  sialisties  nf  the 
Great  Ornumd  Street  Cliildren  s  Hospital  In  i)r.  Still,  yon 
will  see  that  tuberele  attains  its  nuiximuni  trequeney  in 
the  second  year  of  life.  And  I  want  you  to  correlate  in 
your  minds  those  two  facts  tir>l  that  it  is  the  hjood- 
forming  tissues  that  are  speeially  atfeetetl  by  tuberele  ; 
and.  secondly,  that  it  is  in  the  second  year  of  life  that 
tuberele  attains  its  inaxinuini  frccniciu  y  because  I  think 
there  is  a  rclation>liii>  between  tiicin  wliich  is  not  an  acci- 
dental one.  1  think  it  is  probaldy  owing  to  the  blood- 
forming  organs  being  in  a  very  active  state  of  vitality  at 
this  period  that  explains  their  liability  to  tulHreulosis. 
When  1  come  to  speak  of  the  ansemias  of  infant  life  I  shall 
have  occasion  to  point  out  that  the  blood  of  children  under- 
goes a  very  important  tiansforniation  in  character  at  just 
about  this  time,  towards  the  cud  of  tiic  second  year.  It 
is  about  that  time  tiiat  the  tissues  wiiich  form  the  white 
blood  eorj)uscles  come  to  attain  their  greatest  degree  of 
activity.  After  that  the  lyinph-forniin.ii  oi^.-uis  <i:MdiialIy 
pa.ss  into  the  condition  in  which  they  are  found  in  tlie  adult. 

Of  more  importance  for  us.  however,  is  it  to  study  how 
the  tuberele  bacillus  most  commonly  finds  access  to  tlu> 
body  in  childhood  /.r  it.s  path  o!  infection.  It  is  all 
very  well  to  know  that  the  ti>siies  most  involved  are  the 
1\  niphatic  or  blood-forming  oi^aiis  ;  but  what  we  specially 
want  to  know  is  how  the  bacillus  gets  tlu-rc  at  all  (V  a 
series  of  210  cases  which  were  carefully  studied  from  tliis 
point  of  view  by  Dr.  Still,  it  was  found  that  the  access  of 
the  bacillus  had  been  through  the  lung»  in  63-8  ])er  cent., 
through  the  intestine  in  20- 1  per  cent.,  and  through  the 
middle  ear  in  about  fifteen  cases.  These  statistics  were 
derived  from  the  Great  Ormond  Street  Children's  Hos- 
pital but  there  are  similar  statistics  from  other  children's 
hospitals.  They  all  tend  to  show  the  same  thing — namely, 
that  the  lung  is  b\  far  the  commonest  path  of  infwtion. 
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Vuu  will  Mt'i*  ut  once  what  the  Mignitieanee  oi  that  in.  It 
mearu  that  the  t«lk  about  the  milk  oi  tnbmuloas  cowb 

1"  iii<{  the  chief  caune  of  the  infection  of  children  with 
tubercle  is  certainly  wrong,  and  it  also  mean^  that  dust 
must  be  regarded  as  the  main  source  of  infection  in  the 
chihl  just  as  it  is  in  grown-up  people.*  The  tubercle 
baciUi  arc  cimvcycd  into  the  hin<js.  probably  mixed  up 
with  tlust,  anti  thence  they  tintl  their  way  into  the  lym- 
phatics. When  one  speakei  of  the  lung  in  this  connection 
it  must  l)c  rcincmlM'red  that  the  cliicf  part  alTected  is  the 
bronchial  glands  at  the  root  of  the  luii^.  Hut  these  are 
not  likely  to  be  affected  if  they  are  perfectly  healthy. 
Unless  there  be  a  great  inherited  predisposition  to  tubercle 
the  healthy  kIu'kI  may  be  assumed  to  be  able  to  <lcal  with 
such  tubercle  bacilli  as  find  access  to  it  ;  otherw'se  all  of 
us  would  be  suffering  from  tubercukwis.  And  the  reason 
\\  hy  the  bronchial  glands  in  children  become  so  frequently 
affi'ctcd  no  doubt  is  that  they  arc  very  often  not  in  a 
healthy  condition  ;  they  have  already  beeix  the  scat  of 
inflammation.  How  do  they  become  inflamed  ?  They 
become  inflamed  secondarily  to  catarrh  of  the  bronchi  or 
alveoli.  In  other  words,  the  bronchial  glands  become 
inflamed  during  an  attack  of  bronchitis  or  broncho-pneu- 
monia. The  Imuu  hitis  or  broncho-pneumonia  is  recovered 
from,  but  the  <ilands  arc  left  in  an  unhealthy  condition, 
dust  eontainiag  tuberculous  material  is  inhaled,  and  the 
bacilli  start  to  grow  in  the  glands  and  set  up  a  caseous 
degeneration  of  them,  which  is  the  starting-point  of  tuber- 
culosis. So  I  want  to  impress  upon  you.  as  the  great  pre- 
disposing cause  of  tubercle  in  children,  that  group  of  dis- 
eases which  are  accompanied  by  catarrhal  processes  in  the 
bronchi  and  lungs,  particularly  such  di.sease.s  as  measles 
and  whooping-cougJj.  And  you  will  constantly  find  in 
your  practice  that  cluklren  will  be  brought  to  you  for 
wasting  and  some  vague  complaint  of  ill-health,  and  on 
inquiry  into  the  past  health,  you  find  that  they  have  had 

♦  This  stattMiifiit  will  ]H(il)a.l)I,v  lequiro  modification,  for  evidence 
is  aceumulatiiiff  tluit  liaiilli  which  have  gained  access  to  the  body 
hy  tiio  alinieiitarv  canal  may  travel  uplc  tto  bfOBeMid  ^^ands  utd 
hint  reveiti  their  jiieseuce  there. 
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till  ultac^k  i>f  im-asles  Humc  muutliH  or  \viH-k.s  beiure,  uiul 
have  not  been  well  since.  Then  when  you  come  to  make 
a  ph^'Hicul  examination,  you  will  find  that  they  are  the 
»ubj»'(  ts  of  tuhrrciilosis.    That  i>  a  very  conimoii  history. 

Now.  no  niutUr  by  wliieli  putli  tlie  bacillus  tin»l.i  access, 
no  matter  whether  it  in  through  the  bronchial  glands  or 
thrdiii^h  the  intestines,  allccting  the  mesenteric  glands.  'H- 
through  tlie  luiildle  ear.  it  Mioner  ot  hiter  genetttliWi  tteett. 
And  that  is  the  other  point  I  want  speeially  to  emphanize. 
— that  no  matter  wliat  the  i>riiuiir\  path  may  be  by  wWeli 
the  child  beeonus  intVc  ted.  the  disease  lias  a  great  ten(N'nf-\ 
to  become  wiilespread,  a  niuih  greater  ti'iuleniM,  than  in 
the  ease  in  grown-up  persons.  What  usually  ha^ipetut  i*i 
that   one  of  tliese  ea-eoiis  bronchial  .i;l;ni(!  ;  ii 

uk  erates  its  way  into  a  bronelius.  and  the  <  a^eoujs  material 
g«'ts  aspirated  into  tlie  lungs,  and  .''o  puinn>nary  tubercu- 
losis is  set  up.  In  other  eases  p<  rhaps  the  inleetioii  ui'ts 
(•i>iive\i'd  1)\-  iiliciatiiiii  into  a  Mm  ,i vessel  and  is  dis.'-cmii 
ated  in  that  way  through  the  body.  At  all  <  vents,  in  wht. 
ever  way  dissemination  occurs,  it  takes  place  very  quickly, 
That  is  \vh\-  it  is  .so  important  for  you  as  practitioners  to 
diagnose  tuberculosis  in  ciiildren  as  earlv  as  possible, 
because,  unless  you  recognize  it  early  and  treat  it  promptly, 
it  wiU  certainly  before  long  become  generalised,  saaA  then 
it  may  be  too  late  to  treat  it  at  all. 

That  leads  us  naturally  to  consider  how  you  are  to 
diagnose  the  exiitenee  ot  tubercolotiiiB  in  children.  I  shall 
consider  first  of  all  the  diagnosis  of  yciural  tiAercuhMin. 
We  will  assume  that  the  process  has  already  become  general- 
ized. How  are  you  to  know .  then,  that  the  wasting  in  this 
particular  case  is  due  to  general  titfcerculosis  or  not  ?  Often. 
1  believe,  it  is  not  possible  for  \(>u  to  k?  ow  at  all.  It  is 
not  possible  to  know  until  the  post-morteui  in  many  eases. 
The  diagnosis  of  general  tuberculosis  in  children  i»  ex- 
tremely difHcult.  and  it  is  .so  for  this  reason  :  that  the 
process  kills  the  cliikl  before  the  tubercles  have  had  a 
chance  of  breaking  ilowii.  You  know  that  unbroken-dowii 
tubercles  do  not  give  rise  to  physical  signs.  You  may  have 
a  lung  stuffed  with  miliary  tubercles.  l)ut  until  they  soften 
and  break  down  you  have  no  means  of  teliing  iliat  Uiey  are 
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there,  and  il  is  on  flii>  accoiint  chirfly  tliat  llic  (Iiaj,'ii(i>iH 
i«  often  Ml  iiiic-crtnin.  Tlicn-  arc,  Imwrvcr.  i  iTlaiii  «ymp- 
tinns  and  sij^ns  which  whciuld  makt-  ytni  suspiriourt.  On© 
of  theso  suspiciiiiis  symptoms  in  the  <K-currence  of  irregular 
pyn  xia  alini-^  witli  wastinj;  for  which  you  can  lirwl  no  oilier 
cauHe.  Again,  if  there  ik  much  apparent  ilinesH  and  fn  tful- 
new  on  the  part  of  the  child,  without  obvious  or  apparent 
r  eason,  you  should  he  .suspicious  that  it  is  a  ca.^e  of  lul)crcle. 
Rut  there  is  no  other  sympt(un  to  help  you  nuuh.  You 
uill  easily  .see  that  the  danger  you  run  is  of  attrihuting 
thoHe  symptomH  to.  perhaps,  a  stight  dyspepsia,  or  catarrh 
of  the  stomach  or  iiit<'stinc  ;  <<r  pcrliaps.  to  a  sliifht  hrouciiial 
catarrh,  or  to  some  trivial  condition  of  that  sort  which  may 
be  present  along  with  the  tuberculosis,  and  not  to  tuber- 
culosis itself.  It  is  so  extremely  difficult  to  assign  its 
jiroper  value  to  cacli  of  these  symptoms  that  you  have 
often  to  suspend  your  judgtJient. 

Amongst  the  ifypu  which  may  give  you  eiome  assistance 
ill  ilie  diagnosis  of  1  iil»er<Milosis  are  cerlain  appearances  in 
the  ctukl>-appearances  which  clinical  experience  has  .shown 
to  be  often  a.«^sociated  with  tubercle.  Tuberculosis  is 
known  to  he  commoner  in  children  of  a  certain  type.  You 
know  the  fragile  fairy-like  type  which  is  supposed  to  l)e 
particularly  marke<l  t)ut  for  tubercuhisis.  That  is  an 
extf«me  example  of  what  I  mean.  In  young  babies,  how- 
ever tli.it  type  is  not  so  noticeable,  and  you  have  to  go  by 
such  minor  indications  ai^  long  eyelashes.  t)r  the  presence  of 
an  excess  of  downy  hur,  especially  on  the  back  between  the 
scapulae.  There  is  also,  which  you  will  find  of  value,  a 
tendency  to  the  appearance  of  blotches  of  erythema  upon 
the  .skin  on  very  slight  pressure  or  irritation.  These  signs 
may  perhaps  seem  to  you  trivial,  but  very  often,  taken 
together  and  along  with  the  family  history  nnil  the  fM-neral 
symptoms,  they  may  suffice  to  put  you  on  the  right  track. 
Of  course,  you  will  look  also  for  signs  indiiating  the  starting- 
point  of  the  proces.s.  First  of  all  you  will  look  for  signs 
of  the  disease  having  started  in  the  lungs.  I  shall  describe 
to  ^ou  immediately  what  the  signs  as-.o(  iatcd  with  tubercle 
of  the  bronchial  glandi  are ;  but  T  .shall  only  say  here  that 
in  this  ease  again  you  have  great  difficulty  in  coming  to  a 
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right  iuc^ment,  because,  admitted  that  you  get  moist 

sounds  ov«>r  the  lungs  in  a  case  whicli  you  suspect  may  be 
one  of  tuberculosis,  you  are  still  in  doubt  ♦  o  whether  that 
is  due  to  breakii^-down  of  tubercle  or  not,  because  there 
is  nothing  eoninioner  in  marasmic  children  than  for  them 
to  suffer  from  a  slight  attack  of  hypostatic  pneumonia  as 
they  lie  in  bed,  and  that  may  easily  give  you  moist  sounds 
over  the  back .  So  it  is  only  when  you  get  signs  of  breaki  ng- 
down  on  the  anterior  aspects  of  the  lungs  that  you  should 
attach  much  importance  to  them. 

I  next  pass  to  the  consideration  of  the  physical  signs 
associated  Avith  tuberculosis  ot  the  bronchial  glands  :  in 
other  words,  the  signs  which  you  find  when  the  tubercle 
finds  access,  as  it  usually  does,  by  means  of  the  I  ings,  and 
when  it  has  not  yet  become  generalized.  Here,  i^ain, 
there  is  no  quite  conclusive  symptom.  Tliere  will  be  more 
or  less  wasting,  and  perhaps  there  will  be  irregular  pyrexia. 
There  will  also  be  general  fretfulness  and  illness.  But  the 
only  local  symptom  of  any  value  is  the  occurrence  of  a 
spasmodic  cough.  Children  with  cidarged  bronchial  glands 
often  suffer  from  such  a  cough,  which  you  will  be  apt  to 
mistake  for  whooping-cough,  which  it  may  simulate  very 
closely.  Many  cases  of  wliooping-cough  which  are  supposed 
to  drag  (m  for  months  are  probably- cases  which  may  have 
begun  in  whooping-cough,  but  w^hich  are  now  suffering 
from  secondary  enlargement  of  br«)nchial  glands.  Note, 
then,  that  one  i)oint  which  will  help  you  is  the  existence 
of  this  spasmodic  cough.  When  you  come  to  the  physical 
signs  >  on  will  find  that  they  are  only  present  in  a  minority 
of  tlie  cases  and  you  have  no  difficulty  in  seeing  why  that 
should  be.  The  bronchial  glands  are  not  very  large  ;  they 
lie  deep  down  in  the  mediastinum,  and  it  requires  a  great 
deal  of  enlargement  of  them  to  produce  signs  which  you 
can  recognize  with  certainty.  So  you  must  be  prepared 
to  find  that  in  cases  in  which  after  death  you  are  able  to 
recognize  a  considerable  degree  of  enlargement  of  the 
bronchial  glands  there  were  no  signs  of  them  during  life. 
.Still,  in  some  cases,  wlien  the  enlargement  is  very  great, 
it  will  reach  the  surface,  and  the  chief  sign  in  such  a  case 
is  dulness  behind  the  manubrium  sterni — dulness  which 
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extoiuls  out  wards  towards  the  apices  of  the  lungs  and  down- 
wards towards  the  heart.    I  would  warn  you,  however, 
of  one  possible  fallacy  here — namely,  that  in  enlargement  of 
the  thymus  children  may  closely  simulate  this  ..  gn.  There 
is  no  way  of  discriminating  exactly  between  the  two. 
Another  sign  which  you  will  find  is  distension  of  the  veins 
in  the  neck.    This  is  due  to  the  fact  that  the  enlai^ed 
bronchial  glands  tend  to  press  upon  the  superior  vena  cava. 
Further,  owing  also  to  such  pressure  upon  the  veins,  there 
may  be  a  bruit  heard  on  listening  over  the  manubrium. 
Dr.  Eustace  Smith  has  pointed  out  that  this  is  best  heard 
if  the  child  stretches  its  head  back,  which  causes  the  superior 
vena  cava  to  be  pressed  upon  by  the  mass  of  glands.  But 
I  do  not  think  you  should  attach  too  much  importance  to 
that  sign.    One  certainly  hears  a  bruit  of  that  sort  in  many 
cases  in  which  there  is  no  reason  to  suppose  that  the  bron- 
chial glands  are  enlarged.    On  the  other  hand,  its  absence 
is  an  indication  of  some  value,  which  should  make  you 
suspicious  that  you  are  not  dealing  with  such  enlargement. 
1  am  afraid  these  are  the  only  signs  which  one  can  give  you 
as  indicative  of  enlargement  of  the  Inronchial  gland»,  Mid 
you  will  see  that,  taken  altogether,  they  are  not  of  very  great 
value.    What  I  wish  to  impress  upon  you  by  all  this  is  the 
great  difficulty  which  you  will  have  in  making  up  your  mind 
about  either  bronchial  tubercle  or  general  tuberculosis  ; 
and  you  must  often  remain  in  doubt,  anci  must  not  blame 
yourselves  too  readily  if,  after  death,  you  find  extensive 
tttbMonlosis  when  you  have  been  r^ardii^  the  case  as  one 
of  OTdinary  wasting.* 

The  next  form  of  the  disease  which  we  come  to  is  much 
more  hopeful,  both  as  to  diagnosis  and  treatment — namely, 
tabercalosis  in  the  abdomen — those  cases  in  which  the 
bacillus  has  gained  access  through  the  alimentary  canal 
into  the  intestinal  glands  and  peritoneum.  Abdominal 

*  The  cutaneous  tuberculin  reaction  is  now  oitcu  eni,)loyed  as  au 
aid  m  the  diagnosis  of  tuberculosis  in  childhood.  It  i.'*,  however, 
by  no  means  a  certain  test.  Latent  or  healed  tubercular  losion.s  are 
so  common  in  childhood  that  a  positive  reaction  is  only  of  value  in 
quite  young  children.  A  negative  reaction  is  more  trustworthy  aa 
exelouBg  tubercle,  but  it  must  be  remembered  that  a  neg(mTi> 
rMMstioB  may  be  ohtMoed  if  the  Imoa  ia  very  extwnve  or  active. 
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tubercle  diff^  so  much  from  tubercle  elsewhere  in  c  hildren 
■ — and  the  same  is  true  of  grown-up  people — that  one  is 
tempted  to  suppose  it  is  a  different  disease  ;  and  it  has 
recently  been  suggested  that  it  may  prove  to  be  bovine 
tubereulosis  in  man.  and  llierefore  a  milder  form  of  a 
similar  pathological  process.  If  that  were  established,  it 
would  at  least  explain  the  very  marked  clinical  differences 
between  abdominal  and  other  forms  of  tuberculosis.  When 
we  come  to  consider  prognosis  and  tr(>atment.  you  will  find 
that  abdominal  tuberculosis  is  mudi  more  curable  than  any 
other  form  ;  indeed,  one  takes  quite  a  cheerful  view  of  it, 
because  a  large  proportion  of  cases  get  perfectly  \\ell. 

Abdominal  tuberculosis  resembles  the  other  forms  in 
being  most  common  in  the  second  year  of  life.  The 
statistics  of  a  number  of  cases  of  fatal  tuberculous  pwi- 
touitis  in  children  were  collected  by  Dr.  Still  when  he  was 
Registrar  of  the  Great  Ormond  Street  Children's  Hospital. 
He  found  that  the  maximum  frrquency  of  death  occurs 
in  the  second  year.  That  is  against  tlie  milk  tlief)ry. 
Seeing  that  children  live  almost  exclusively  on  milk  up  to 
the  first  year  of  life,  one  would  expect  abdominal  tuber- 
cuk>8is  to  be  common  in  the  first  year  if  milk  -nere  the 
main  source  of  infection.  Not  only  does  abdominal  tuber- 
culosis occur  most  commonly  in  the  second  year  of  life,  but 
at  that  partfctdar  time  the  abf^Hnsinal  disease  is  usually 
only  jKMt  of  a  general  tuboreulosis.  In  young  infants  it 
is  not  i)urely  abdominal  tubercle  which  you  have  to  deal 
with.  You  may  think  when  you  examine  the  case  that  it 
is  abdominal  tubercle  oiJy,  but  you  will  almost  certainly 
find  that  there  are  tubercular  deposits  elsewhere.  That 
is  only  another  way  of  saying  that  tuberculosis  in  young 
infants,  no  matter  it  starts,  tei^s  rapidly  to  become 

generalized,  and  if  it  starts  in  the  abdomen  it  ends  by 
involving  the  lungs  or  the  meninges  of  the  brain  ;  and 
wiiat  you  will  find  constantly  happen  in  these  cases  is  that 
the  case  drags  on  until  of  a  sudden  it  flares  up  into  tuber- 
culous meningitis,  which  is  followed  In"  death. 

There  are  tv\o  varieties  ol  abdominal  tubercolosui.  There 
is  tlie  plastic  form  and  the  ascitic  fotm.  Mmt  of  you  must 
be  quite  familiar  with  those  two  wieties.   The  pbstie 
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form  c  onsists  in  an  enlargement  of  the  glands  and  a  matting 
together  of  the  coils  of  intestine  with  tubercular  deposits 
in  the  peritoneum  and  mesentery.  The  ascitic  form  is  that 
in  which  an  efoaon  of  seroas  Smd  takes  pkee  into  the 

peritoneal  sac . 

To  the  first  or  plastic  form  the  term  tabes  mesenteriea 
is  sometimes  applied,  but  I  think  quite  erroneously.  I 

strongly  advise  you  to  discontinue  the  use  of  that  term 
altogether.  For  my  owu  part,  I  have  hardly  ever  seen  a 
case  of  true  tabes  mesenteriea.  It  is  a  disease  which,  if  it 
occurs  at  all,  must  do  so  with  extreme  rarity.  Rightly 
used,  the  term  'tabes  mesenteriea  '  means  an  enlargement 
of  abdominal  glands,  with  caseation,  and  nothing  else. 
That  may  occur,  and  probably  does  occur  sometimes,  but 
it  is  very  unusual.  It  will  certainly  conduce  to  clearness 
if  we  talk  merely  of  the  plastic  type  of  abdominal  tuber- 
culosis. This  type  is  commoner  than  the  ascitic.  Some 
people  say  that  it  is  ten  times  commoner,  but  my  own 
observation  would  not  corroborate  that.  I  think.  In  older 
children  at  least  the  ascitic  form  is  certainly  commoner 
than  that ;  it  is  much  nunre  than  om-tenth  of  the  other. 
You  will  recognize  this  form  by  the  general  signs  of  tubercle, 
the  wasting,  pyrexia,  and  so  on.  The  local  signs  are  hard- 
ness, with  nodulation,  in  the  abdomen.*  You  may  take 
it  M  a  broad  general  rtde  if  you  find  nodules  in  the 
abdomen  of  a  child,  if  you  can  exclude  faecal  masses,  the 
probabilities  are  enormously  in  favour  of  those  nodules 
being  tubercafetts,  no  matter  where  in  the  abdomen  they  are 
situated,  and  no  matter  what  they  feel  like.  Tubercle  is  so 
very  common  compared  with  anything  else  that  you  do 
wisely  to  regard  every  mass  in  a  child's  abdomen,  where 
you  cMi  e»;ln<lB  a  fae^  aecuaiitlalkiii,  as  being  a  ttthcfea- 
lous  deposit  of  some  sort.  You  can  easily  exclude  or  con- 
fum  a  faecal  accumulation  by  the  administration  of  purga- 
tive and  ei^mata,  and  if  you  are  dealing  with  a  doubtful 
case  of  abdominal  tuberculosis  you  should  take  that  pre- 
caution, seeing  especially  that  the  large  bowel  is  thoroughly 

•  In  many  cases  also  tlio  thickened  and  rolled-up  omentum  can 
be  felt  as  a  band  crossing  the  abdomen  transversely  above  the  level 
of  ombilioas. 
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emptied.  Then  examine  the  abdomen  a^aiii,  if  need  be 
under  an  ansesthetio.  and  see  if  you  can  still  discover  the 
lumps.  The^'  are  due  partly  to  caseous  deposits  in  the 
mesentery  and  elsewhere,  partly  to  glandular  enlargement, 
and  partly  to  coils  f)f  bowel  bound  together  by  adhesions, 
and  are  the  main  physical  sign  of  the  plastic  form  of  ab- 
dominal tuberculosis. 

The  ascitic  lorm  you  recognize  b;.  the  presence  of  fluid. 
Is  tlie  ascitic  form  of  ttdiercidosis  ever  simulated  by  any 
other  peritoneal  effusion  i    In  other  words,  may  there  be 
clear  fluid  in  the  abdomen  of  an  infant  which  is  not  due 
to  tubercle  >.    Of  course,  such  effusions  may  sometimes 
occur  in  the  course  of  cirrhosis  of  the  liver,  and  you  may 
find  a  ditHculty  in  excluding  the  presence  of  that  disease. 
Not  long  ago  I  had  the  case  ot  a  little  girl  in  whom  that 
problem  lainc  before  nic  in  a  very  acute  form.    She  looked 
the  picture  of  robust  health,  but  her  abdomen  was  full  of 
fluid,  and  the  liver  was  about  two  Angers'  breadths  down. 
Its  edge  was  also  very  hard.    It  was  thought  to  be  a  case 
of  cirrhosis,  and  that  it  would  be  well  to  treat  the  case 
from  that  point  of  view  .    However,  we  watched  the  patient, 
and  she  devel(^^  a  temp^twe,  and  then  we  b^an  to  be 
suspicion^*,  and  thought  it  would  be  better  to  operate, 
because  if  it  were  tubercle  it  woultl  be  the  right  thing  to 
open  the  abdomen ;  and  even  if  it  were  ascit^  due  to 
cirrhosis,  operation  would  not  do  any  harm.    On  the  day 
decided  rnon  for  operation  she  suddenly  became  comatose, 
ilevelopeo  all  the  signs  of  tuberculous  meningitis,  and  died  ; 
and,  post-nwrtem,  the  abdomen  was  found  to  be  tiie  seat 
of  very  generalized  tuberculosis.    Stich  a  case  may  cause 
you  difficulty  ;  l)ut  1  would  again  remind  you  of  the  great 
frequency  of  tuberculosis  and  the  comparative  rarity  of 
cirrhosis!  so  it  will  be  safer  when  in  dou])t  to  diagnose 
tubercle.    Clfar  effusions  into  the  abdomen  due  to  simple 
chronic  peritonitis  have  also  been  describeil.  but  they  are 
very  rare.   They  are  said  to  occur  aft«r  measles  or  scarlet 
fever,  or  after  injury.    .Many  good  observers,  however,  are 
of  opinion  that  all  clear  effusions  of  an  inflammatory  sort 
into  the  abdomen  in  children  should  be  regarded  as  tuber- 
culous. 
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Both  forms  of  abdominal  tubercle  are  commonly  accom- 
panied by  ulceration  o!  the  intestine,  according  to  some 
statistics  in  as  many  as  70  per  cent,  of  all  the  cases.  Ulcera- 
tion does  not  necessarily  show  itself  by  clinical  symptoms. 
It  does  not  necessarily  cause  diarrhoea .  But  where  ulcera- 
tion becomes  extreme  and  extensive  you  will  find  it  tends 
to  be  accompanied  by  an  extreme  degree  of  amemia— a 
degree  which  may  almost  resemble  pemiciotts  amemia  in 
its  intensity. 

We  turn  now  to  the  general  treatmmt  o!  tttbweutarii ; 

but  one  may  first  say  a  word  about  prevention,  which,  of 
coiu-se,  is  more  important  than  cure.    I  need  not  remind 
you  of  the  general  hygienic  rules  which  should  be  observed 
in  the  rearing  of  children :  attention  to  proper  feeding, 
proper  exercise,  proper  ventilation  of  the  sleeping  rooms, 
and  all  those  other  commonplaces  which  even  lay  people 
now  recognize.    But  I  would  direct  your  special  attention 
to  the  question  of  dust,  because  if  dust  is  the  oliief  cause 
of  infection,  as  statistics  show  it  to  be,  then  dn>t  must  be 
one  of  the  chief  things  to  fight  against.    Another  point  is 
this  :  seeing  that  dust  infects  through  the  bronchial  glands, 
what  you  have  to  do  if  you  ^\ant  to  prevent  children  be- 
coming tuberculous  is  to  keep  tlieir  bronchial  glands  healthy. 
To  do  that  you  have  to  treat  every  case  of  catarrh  of  the 
lungs  or  in  the  bronchi  seriously.   You  must  not  think  that 
even  a  slight  bronchitis  is  a  trivial  thing,  nor  yet  a  little 
attack  of  broncho-pneumonia.    So  far  as  you  can  you  must 
see  that  convalescence  is  made  thorough  and  complete  ; 
that  there  is  not  left  behind  a  little  wheezing,  or  a  few 
crepitations  at  one  base.    You  must  try  to  restore  the  child 
to  complete  health.    As  it  is  certainly  possible  for  the  ab- 
dominal form  of  tuberculosis  to  be  conveyed  by  the  milk 
of  tuberculous  cows,  you  should,  of  course — particularly 
in  the  case  of  children  who  are  predisposed  by  heredity  or 
bv  surroundings  to  become  infected  with  tubercle — see  that 
the  milk  which  they  get  is  at  all  events  boiled.    1  do  not  say 
it  should  necessarily  be  sterilized,  but  it  should  be  boiled. 

With  reganl  to  the  treatment  oi  different  forms  of  tuber- 
culosis, I  need  hardly  say  there  is  no  special  treatment  for 
the  gei^alized  type.  Whether  general  tub«cuk»is  is  ever 
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recovered  from  at  all  it  would  be  ven  hard  to  say.  Such  a 
high  authority  in'tlic  matter  as  Sir  William  J(miiut  was  of 
opiuiun  that  general  tuberculosis  is  recovered  from  in  chil- 
dren much  more  commonly  than  is  supposed.  It  depends 
a  good  deal  upon  what  you  mean  by  generalized.  Xo  doubt 
deposits  of  tubercle  in  the  lungs  and  abdominal  organs  may 
apparently  be  recovered  from  ;  and  years  afterwards  you 
may  find  evidence  of  it  in  calcification  of  the  glands.  But 
once  tulu  rclc  has  become  really  generalized,  I  think  any- 
thing which  you  can  do  in  the  way  of  treatment  is  not 
likely  to  influence  the  process  much.  The  same  is  true  of 
tubercle  of  the  bronchial  glands,  which,  merely  from  its 
situation,  it  is  difficult  to  treat,  for  you  cannot  get  at  the 
bronchial  glands.  Not  even  tlie  modern  surgeon  has  yet 
attempted  to  excise  them.  For  practical  purposes,  there- 
fore, yotir  treatment  in  both  general  and  bronchial  tuber- 
culosis must  rest)lve  itself  into  simply  putting  the  child  into 
the  best  possible  hygienic  conditions,  in  the  hope  that  the 
natural  powers  of  resistance  may  be  able  to  bring  the 
disease  to  a  favourable  termination.  In  a  case  of  abdom- 
inal tuberculosis,  on  the  other  hand,  you  can  do  a  great 
deal  by  ta^tn^t.  There  are  no  cases  of  tuberculosis 
which  you  approach  with  more  hopefulness  than  those  of 
abdominal  tubercle  in  children  ;  and  1  should  say  that  the 
prognosis  will  be  better  in  older  children  than  in  younger, 
for  the  reason  that  in  young  infants  tubercle  generalizes 
so  fast  that  you  do  not  often  have  to  deal  with  the  local 
disease  only.  In  older  children  generalization  occurs  more 
slowly,  so  that  jon  have  a  chance  of  getting  it  in  time,  and 
treating  it  successfully.  The  first  thing  to  do  is  to  attend 
to  the  general  surroundings  of  the  child.  Such  children 
should  be  sent  away,  if  possible,  out  of  towns,  and  be  taken 
to  a  place  like  Margate,  and  spend  their  time  by  the  sea- 
shore in  a  wheeled  carriage,  lying  tiown.  Tin'  abdomen 
should  be  supported  by  a  broa<l  and  tirm  binder.  You 
will  find  it  an  advantage  to  apply  iodt^orra  ointment  locally  ; 
it  should  be  rubbed  wi  ll  into  the  skin  of  the  abdomen.  I 
also  often  use,  and  I  think  with  advantage,  liniment  of 
mercury.  J  ounce  or  so  being  rubbed  in  night  and  morning 
ail  over  the  abdomen.  Above  all,  make  it  your  first  ctae 
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to  see  that  the  stomach  and  bowelrt  are  in  good  order,  so 
tlmt  the  child  can  take  and  digest  a  suitable  quantity  of 
food.  You  muitt  correct  gastric  disoi  ilcr  if  it  exists,  and  do 
all  you  can  to  increase  the  appetite.  If  tliere  be  diarrhoea, 
you  must  make  a  point  of  cliecking  it  before  you  do  any- 
thing else.  Having  doi»  that,  yon  can  proceed  to  feed  the 
child  up.  seeing  in  particular  that  he  has  plenty  of  fatty 
foods.  With  regard  to  medicines,  you  will  find  help  from 
cod-liver  oil,  iodide  of  iron,  and  creosote.  You  see  there  » 
nothing  in  this  line  of  treatment  other  than  what  yow 
cnmnion-scnse  would  dictate.  But  you  have  often  to  con- 
sider in  tliose  cases  the  question  w  hether  you  are  to  continue 
medical  tr^tment,  or  whethw  you  are  to  have  recovnrse  to 
surgical  aid.  I  do  not  think  it  is  often  advisable  to  have 
recourse  to  surgical  treatment  in  those  cases  light  away.  I 
think  the  necessity  for  surgical  treatment  in  abdominal 
tuberculosis  in  children  is  very  much  exaggerated.  Taking 
the  last  six  cases  of  purely  abdominal  tuberculosis  which 
have  been  under  my  care  simply  as  tli<;y  tiu-ned  up  in  the 
out-patient  room,  and  all  between  three  and  mne  years  of 
age.  T  had  the  abdomen  opened  in  nly  one  of  them,  and 
that  child  recovered,  although  it  suffered  for  a  time  from 
fistula  of  the  umbilicuc^.  But  the  other  five  children  all 
recovered  completely  without  operation  at  all.  So  you 
see  medical  treatment  is  of  very  considerable  use.  By 
recovery  I  mean  that,  at  the  end  of  two  years,  some  of 
them  now  at  the  end  of  three  years,  they  are  apparently 
in  perfect  health.  You  should  speak  cautiously  of  recovery 
from  abdominal  tuberculosis.  I  do  not  think  one  has  a 
right  to  say  that  a  case  is  completely  ciu-ed  simply  because 
aiter  a  few  months  the  symptoms  have  not  recurred.  The 
symptoms  in  this  disease  are  apt  to  remain  latent  for  a 
considerable  time.  Such  a  child  may,  perhaps,  get  an 
attack  of  diarrhoea,  or  other  slight  illness,  which  pufls  him 
down,  and,  his  r^istance  for  the  time  being  lowered,  the 
process  flares  up  again.  Seeing,  then,  that  medical  treat- 
ment gives  such  good  results,  what  shoidd  guide  you  in 
havii^  reeourae  to  operation  f  In  the  first  place,  all  cases 
of  abdominal  tuberculosis  should  get  the  benefit  of  opera- 
tion if  fever  and  continuous  wasting  persist  in  spite  of  the 
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nuHlical  tn-atnu'iit  I  have  skt-tched  out  for  you.  The  con- 
tinuance of  sueli  symptoms  means  that  nu-tlical  treatment 
is  not  going  to  accomplkh  mueh,  and  it  is  well  to  give  the 
patient  the  benefit  <rf  operation  althoujili  it  must  be  con- 
fessed that  many  such  cases,  perhaps  tlie  majority',  do  not 
get  well  under  surgical  treatment  either.  Further,  you 
will  always  be  biassed  in  tlie  direction  of  operntion  if  you 
are  dcalinii  with  the  uM  itic  form  as  opposed  to  the  jjlastic. 
because  the  ascitic  cases  certainly  do  better  under  opera- 
tion than  those  in  which  the  disease  is  mainly  in  the  glands 
or  the  peritoneum.  Numerous  statistics  bear  out  this 
statement .  For  instance,  the  records  of  the  general  hospital 
in  Heidelberg,  embracing  cases  at  all  ages  and  not  only  in 
children  show  that  of  forty-one  persons  oj)crated  upon  for 
the  ascitic  form  of  tubercle,  twenty  were  completely  cined — 
that  is  to  say,  about  50  per  cent.  Of  nineteen  cases  of  the 
other  form,  the  plastic,  only  about  four  could  be  described 
as  cured.  So  you  see  the  ascitic  form  certainly  offers  a 
better  chance  than  the  other  of  successful  treatment  by 
means  of  operation.  On  the  other  hand,  you  must  remember 
that  the  total  statistical  results  of  surgical  operation  are 
not  sc  much  better  than  the  medical  statistics  if  you  take 
them  all  round,  and  so  it  is  as  well  to  give  every  case  the 
benefit  of  thorough  medical  treatment  first,  especially  if 
there  be  any  objection  to  operation  on  the  part  of  the 
parents.  Operation  in  tlic  ascitic  form,  properly  performed, 
is  almost  perfectly  safe.  In  operation  on  the  plastic  cases 
there  is  a  greater  risk.  Every  now  and  again  in  such  cases, 
owin<5  to  the  presence  of  adhesions,  the  intestine  has  been 
opened  into  by  the  operator,  and  sometimes  the  bladder 
also.  1  have  seen  the  intestine  and  the  bladder  both  opened 
into  at  the  same  operation.  So  you  see  the  procedure  is 
not  devoid  of  danger.  Still,  if  medical  treatment  fails  in 
such  a  case,  I  think  it  is  right  that  you  should  have  recourse 
to  surgery. 
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Gentlemen,—!  nhall  ask  you  to-day  to  study  with  me  a 
nutritional  disorder,  which  has  the  peculiarity  that  it  is 
found  in  children  only— I  mean  rickets.    On  the  Continent 
rickets  goes  by  the  name  of  the  '  English  disease.'  That 
is  not  because  it  is  commoner  in  this  country  than  abroad  ; 
indeed,  I  suppose  there  is  no  place  where  rickets  is  com- 
moner than  in  Berlin.    But  it  is  called  the  '  English  disease  ' 
because  the  first  accurate  description  of  rickets  as  we  kiww 
it  now  was  given  by  an  English  physician.  Dr.  Glisson, 
whose  name  will  be  familiar  to  you  in  association  with 
Glis.son's  capsule  in  the  liver.    In  the  year  1681  Glisson 
wrote  a  treatise  on  rickets,  which  was  tiicn  apparently  a 
new  disease.    He  described  it  as  having  first  appeared  in 
the  south-western  tlivisions  of  Englanil,  and  having  spread 
thence  over  the  country.   He  thought  it  be^an  in  the 
south-western  districts  because  these  were  mostly  in- 
habited by  the  more  hixurious  part  of  the  community. 
Whether  rickets  has  increased  much  since  that  time  it  is 
a  little  difficult  to  say  ;  but  I  think  one  can  be  pretty  sure 
that  it  has  increased,  because  all  those  factors  which  tend 
to  predispose  to  rickets  are  such  as  are  daily  becoming 
more  pronounced.    One  of  those  factors  is  that  inability 
on  the  part  of  women  to  nurse  their  own  children  which 
T  have  already  deplored  in  a  previous  lecture.  Another 
is  the  increase  in  women's  work.   With  the  advent  of  the 
industrial  epoch  in  the  middle  of  last  century,  and  the 
establishment  of  factories,  there  opened  up  at  once  a  great 
field  for  the  labour  of  women.    This  tempted  them  away 
from  their  domestic  duties  and  from  the  personal  care  of 
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their  children.  That  «tate  of  tilings  persists,  aiui  in  many 
of  the  Ifti^e  industrial  towjiM  rickets  is  extremely  prevalent, 
for  the  reason  that  women  go  to  work  in  the  factories,  and 
their  children  are  left  at  home  1»a<lly  looked  after  and 
improperly  fed.  A  third  factor  in  the  prinluction  of  rickets 
is  found  in  the  tendency  for  the  population  to  be  crowded 
together  in  large  cities,  which  is  such  a  strikiiij^  feature  of 
social  life  at  the  present  day.  Now,  so  potent  are  these 
factors,  and  so  prevalent  is  rickets  in  consequence  of  them, 
that  in  many  towns  more  than  half  the  children  seen  in  the 
out-j)atient  room  exhibit  the  disease  in  a  more  or  less 
marked  degree.  So  that  the  dictum  pronounced  by  Sir 
William  Jenner  a  good  many  years  ago,  when  he  first  began 
to  work  at  Great  Orraond  Street,  still  hohls  good — namely, 
that  'rickets  Is  the  most  common,  and.  in  its  iiuliroct 
results,  the  most  fatal  of  all  the  diseases  wUkh  peculiarly 
affect  children.' 

The  word  'rickets  '  is  derived  from  the  Xormaii-French 
term  'riquets,'  which  meant  deformities,  particularly 
deformities  of  the  spine,  or  persons  -who  were  suffering 
from  such  deformities.  And  it  was  owing  to  the  fact  that 
one  of  the  main  symptoms  of  rickets  is  the  existence  of 
deformities  of  bone  that  tiiis  name  was  first  applied  to  the 
dkeasi  .  Glisson,  or  one  of  those  who  wrote  with  him, 
proposed  as  a  substitute  a  sort  of  pseudo-C In ek  term, 
'rachitis.'  That,  however,  presents  no  advantages  over 
the  name  commonly  used,  which  has  at  least  the  merit  that 
it  conveys  to  you  one  of  the  main  .symptoms  that  cases  of 
rickets  present — namely,  deformities  of  the  bones.  It  would 
be  quite  wrong,  h»)wever,  to  suppo.se  that  that  is  the  wlnij< 
of  the  trouble.  You  would  have  a  totalfy  erroneous  con- 
ception of  rickets  as  a  di.seasc  if  you  were  to  imagine  that 
it  consists  .solely  in  the  production  of  ob.scous  deformities. 
You  must  remember  that  there  is  f  v!  xieral  side  to  the 
affection  as  well,  which,  so  far  as  effects  upon  life  are  con- 
cerned, is  more  important  than  the  n.erc  deformities  due 
to  alterations  in  the  bones.  As  tlie  bone  ileformitics,  how- 
ever, are  the  most  prominent  and  striking  change,  we  shall 
consider  them  first. 

The  ci:anges  in  the  bones  in  rickets  are  of  two  sorts. 
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Thfi't*  it«,  ill  thu  tit'Kt  pluuo,  an  alterati«>a  at  the  pumt  of 
oftftiftcatinn,  the  nature  of  which  haii  been  ."nmniod  up  by 
saying  that  there  is  an  ••Xiijij^erated  prepara'  ■  a  for  ossift- 
cation  and  a  (iimiiiished  a(!('(>m|)lisliiiicnt  of  it.  That  iM 
t<»  say,  the  preliminary  stages  of  mult iplicat ion  of  cartilage 
cells  go  on  in  an  exaggerated  degree,  and  thr  cells  cease 
to  he  dispose<l  in  tliosc  rej^nlar  rows  wliidi  nc  character- 
istic of  normal  ossifying  cartilage,  ami  become  arranged 
irregularly.  The  result  of  this  is  that  the  line  of  ossifica- 
tion becomes  tliickened,  and  in  consequence  you  can 
oh^erve.  clinically,  enlargement  of  the  epiphyses.  1  show 
you  the  cast  of  the  wrist  of  a  child  who  sutfered  from 
rbketfl,  in  which  you  can  see  very  well  the  thickening  and 
enlargement  of  the  epiphyses  due  to  this  exaggeration  of 
the  preliminary  stage  of  ossification.  Such  thickening  is 
usually  first  seen  in  the  ribs.  It  begins  there,  or  can  be 
eurlier  recognized  tluMv  than  anywhere  else.  In  conse- 
^ptenec  there  is  produced  a  row  of  knohs  down  the  sides  of 
the  chest,  to  which  the  term  'rickety  rosary  '  is  applied, 
because  the  appearance  is  like  a  row  of  beads.  Thickening 
takes  place  not  only  on  the  outside  oi  the  rih,  but  even 
more  markedly  on  its  inner  aspect  ;  and  it  may  so  press 
upon  the  lung  that  there  is  a  groove  of  compressed  and 
solidified  [julmonary  tissue  corresponding  t(>  the  enlarged 
epiphyses.  The  specimen  [  have  here  shows  extremely 
well  such  an  enlargement  at  the  emit*  of  the  ribs  just  where 
the  cartilf^e  and  the  osseous  part  join.  Not  oxdy  ure  the 
bones  which  are  developed  from  cartilage  affected  in  this 
way,  but  a  similar  process  takes  place  in  those  bones  which 
develop  in  membrane.  Hence  the  skull  bones  undergo 
comidwable  thickening  at  the  point  where  ossification  is 
most  active.  Here  I  show  you  the  skull  of  a  child  which 
was  the  subject  of  rickets,  and  in  it  you  will  be  able  to 
feel  that  in  the  centre  of  the  frontal  and  parietal  bones 
there  is  a  considerable  degree  of  thickening.  That  is  one 
change  which  the  bones  show — enlargement  at  the  point 
where  ossification  is  going  on.  But  they  show  in  addition 
;::iitiu-:  ^e:u-ral  ehaiigo  namely,  a  process  of  snftenil^. 
Tile  softening  is  due  to  the  absorption  of  the  mineral  con- 
stituents of  the  bone.    If  vou  analyze  the  bones  from  a 
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of  ri(  k.-t>^  andco«pnrr  thciw  uitit  nortnai  »M,nw«.  vou 
will  tiiul  that  vhereas  in  health  thi-r*-  i>-  -  {h^^  fent.  of 
•.rgaiiie  ami  63  p  r  cent  of  inorgank-  rm^itfT.  »  bom*  in 
rbkc'tH  nkavi*  qui  th.  rt-vrm — n,<iH('v,  70  pri  rmt  <>t 
,nir  iii  'trr  i  -!  JM^r  'fut.  "f  inurgaiiK-.  In  «>th»T 
vvokIn,  tluu  lm^  •  ♦  u  an  .»(  ...rj.'  <>r  removal  fr«m  the 
bone  of  ite  mlnerfrfeowtituriii      hi.  i   pii.  sphnti- .»f  linM- 

I  ttfmfl  r'""»  out  to  \<>n      •  '•■  'I   '■  ^"'*>' 

later  .m,  whiMs  w«'  ■ -.nu'    o  tlu  il  oi,.^  whiih  have  been 
ulvsmced  t"  c  x plain  riekrt* 

Wlven  pho.}»haU'  "f  lime  torn.  '  >ni  '  •  •>one,  yott 
e»n  fa^ilv  Ht  "  hat  hv  (■<-  quei>. .  lau-^t  t  i  he  bone 
beais.  ««1  tht  a.n  i  =.n  hirl.  i*  ^  l  hrM  is  deter- 
mtneas^B^byttw^fe-of  cbi«'M>rtv  fSi^-  practHully 
the  lines  al  pre»^t'  .  pend  .  »oi>  sit      which  thc^ 

ehiM  habitually  ttJ»**ui  In  i  pie, 
one  usuallx  find^-  tl.at  ii,  the  f^w     lu^  -  for  rdu. 

In  the  tibia   Im.'  t   A   uarp  m  lU,  .         ihim  ich 

as  you  see  i  j  .  ■  ■    ii  l>ef  or  another  com  . mn 

det«»rmity  i^       th.  t.=  !      -rveti  outwards*,  protlucing 

bow-le^.  Th***  dt-3**B&fie.  ^  k^ely  du  !<•  the  way 
in  whic    'hechiii  ,  t  tucked  under  him.  It 

is  that  «i  hicb  tiie  tc    ir  io  bend  forwartls  ann  out- 

wank,  a  id  c»  ^  thp  tib^  to  kink  for^rds  in  its  lower 
tlnrd.    In  the      ne  wa  humer**-  tends  t<>  hend  out- 

vanls   ^  so  also  .  dii     :UHi  ulna,  for  a  rickety 

hdd  i^Mds  to  Bit  up  a  u  i<»r  d,  .supporting  his  weight 
■Mmmmi.  Intl  -  jtjsjiji^sible  togive  a  niechani- 
>.|rtnati       'f  I  "f  i"  nding.  and  the  varia- 

u  tlwiu      peit'i     mpl.\  upon  the  variations  in  the 
i  v!  -^itw  -  oftb-  i  hild. 

y  ot  changes — the  visceral    are  of  even 

•tan,     ihan  the  osseous.    I  might  icmiml  you 
o     ^'tifi         another  sayint;  of  Jeiuier,  that  it 
^  ~   ff.-^  o  r^ard  riekets  as  a  di8«M»  of 

],,  ,i,  it  ,  ,•  to  rcfrard  typlioid  fever  as  merely 

Paver  s  .iaiches.  The  visceral  changes  conswt 
fiis  and  chiefly  of  catarrhs  affectii^  the  lui^s,  fttomacb, 
an<i  intestines.  Secondly,  they  consist  in  a  tendency  to 
fiW  id  chaise  in  some  of  the  internal  organs,  particularly 
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the  spleen,  with  enlargement  of  that  organ,  and  an  increase 
in  the  fibrous  stroma.  The  frequency  with  which  enlai^e- 
ment  of  the  splei-ii  is  met  with  in  rickets  has  been  con- 
siderably disputed.  Probably,  however,  it  is  not  appre- 
ciably enlarged  in  more  than  5  per  cent,  of  the  cases — 
that  ig  to  say,  not  enlarged  to  a  d^;ree  sufficient  to  enable 
it  to  be  felt .  These  visceral  changes  have  this  great  im- 
portance, that  they  cause,  or  tend  to  cause,  death  much 
more  than  the  osseous  changes.  It  is  largely  a  matter  of 
indifference  to  a  child  whether  the  bones  are  hard  or  8<^t, 
unless  he  happens  to  be  walking  about.  But  it  is  a  matter 
of  serious  importance  if  he  is  constantly  exposed  to  attacks 
of  bronchitis  or  a  catarrh  in  the  intestines,  because  these 
repeated  attacks  of  catarrh  subject  the  child  to  a  great 
risk  of  the  deveh)pmeiit  of  tuberculosis. 

Now,  to  pass  to  the  more  clinical  side  of  rickets,  it  is 
well  that  you  should  rec%nize  certain  distinct  typM  ci 
the  disease.  First  of  all.  there  is  the  acute  type,  which 
some  people  call  '  acute  rickets.'  But  this  term  is  one 
which  it  is  better  to  avoid,  because  many  cases  of  infantile 
scurvy  have  been  tlescribed  under  it.  But  in  spite  of  that 
there  is  a  group  of  cases  which  one  can  class  together  as 
showing  a  rapiil  onset  of  the  disease  and  a  great  tendency 
to  the  development  of  visceral  rather  than  osseous  symp- 
toms, and  as  being  characterized  by  consideu.ble  tender- 
ness of  the  bones,  as  well  as  a  great  tendency  to  sweating. 
Such  children  sweat  profusely  about  the  head,  particularly 
when  they  are  asleep,  and  also  about  the  trunk — so  much 
so  that  you  will  often  be  able  to  recognize  them  in  a  children's 
ward  by  the  way  in  which  they  kick  otf  the  bedclothes. 
In  such  cases  I  think  you  will  find  that  the  disease  has 
come  on  rather  rapidly.  There  is  a  second  group  of  cases, 
in  which  tiie  osseous  symptoms  predominate,  and  in  which 
the  bending  of  the  bones  is  the  most  characteristic  and 
strikii^  feature.  These  arc  the  cases  which  are  likely  to 
come  under  the  charge  of  the  surgeon  for  def»)rniiti{s  of 
different  sorts.  Such  patients  may  suffer  from  time  to  time 
from  visceral  symptoms  also,  but  throughout  the  course  of 
the  disease  the  bone  lesions  are  tho.sc  whbh  most  arreel 
your  attention.   Then  there  is  a  third  group  of  eases, 
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characterized  by  a  special  tencteney  to  catarrhs  These 
mav  be  called  the  catarrhal  cases.   They  are  children  m 
whom  rickets  is  not  very  marked,  but  avIio  tend  to  have 
constant  attacks  of  bronchitis  or  diarrhoea,  and  m  them 
the  rickety  element  is  apt  to  be  overlooked.   There  is  a 
fourth  group  which  one  can  profitably  recogmze— namely, 
tliose  cases  in  which  there  is  great  laxitf  ol  lilWiMltn 
and  muscles.   I  saw  yesterday  a  child  who  was  brought 
to  the  hospital  with  the  complaint  that  lie  was  unable  to 
walk     When  a  child  of  tluree  years  of  age  has  not  yet  passed 
that  '  walking  milestone '  which  I  spoke  of  early  m  these 
lectures,  you  may  take  it  that  he  is  suffering  from  one  of 
thre.'  conditions  :  either  he  has  rickets,  or  he  has  inentat 
deficiency,  or  he  is  the  subject  of  paralysis.    This  child  1 
am  speaking  of  was  not  the  subject  of  paialysis,  and  there 
was  no  reason  to  suppose  him  mentally  dcHcient  ;  but  he 
suffered  from  rickets  of  the  type  in  which  there  is  extreme 
laxitv  of  ligaments  and  great  feebleness  and  flaceidity  <^t 
the  muscles.   This  is  sometimes  described  as  the  '  acrobatic 
form  of  rickets,  and  I  shall  show  you  at  the  end  of  the  lecture 
some  lantern  slides  which  illustrate  it. 

All  these  symptoms,  no  matter  \\liich  are  most  pro- 
ntmnc'd.  tend  to  come  on  pretty  uniformly  at  a  particular 
period  of  life,  ami  I  want  to  impress  this  upon  you,  because 
there  is  nothing  more  important  than  to  know  what  dffleases 
are  most  likely  to  happen  at  a  particular  age.    This  is  a 
touchstone  bv  which  voii  can  invariably  reccgnize  a  man 
who  has  not  seen  much  ..f  practice  from  the  man  who  has. 
The  beginner  is  always  diagnosing  conditions  which  the 
nioiT  experienced  man  is  aware  do  not  occur  at  that  age. 
Thus   I  constantly  find  that  young  infants  are  sent  down 
from  the  receiving-room  with  the  statement  ttafct  they  ate 
suffering  from  rickets.   Now.  anyone  who  has  Men  much 
of  disease  in  children  knows  that  definite  signs  of  nokets 
are  hardly  ever  ob?  -ved  below  the  age  of  six  months  ;  the 
most  Ukelv  tint  •  - 1  it  to  come  under  observation  is  at 
about  eighteen  ;  ■    'liS  of  age.    By  that  time  the  disease 
usually  becomes  uistinctly  marked.    It  is  perfectly  true 
that  it  begins  earlier  than  th»t.   Many  pe<^  awert 
rickets  is  always  diagnosable  in  the  second  six  months  of 
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life  ;  but  even  if  it  were,  it  is  only  by  the  time  the  cliild  is 
a  year  or  eighteen  months  old  that  the  symptoms  are  likely 
to  impress  themselves  upon  the  mother. 

We  may  now  pass  on  to  eonsider  the  causet  of  riekets. 
r  suppose  there  is  no  disease  of  w  hic  h  it  has  not  been  asserted 
at  one  time  or  another  that  jt  is  due  to  one  of  two  causes 
—either  to  a  mysterious  hotvous  disturbance,  usually 
des<  ribed  as  trophic,  or  to  the  action  of  bacteria.    To  this 
rickets  is  no  exception.    There  have  been  some  who  have 
asserted  that  it  is  due  to  a  trophic  influence  of  the  nervoiw 
system,  and  there  have  been  others  who  have  asserted 
that  the  w  hole  condition  is  produced  by  a  micro-organism .  I 
shall  ask  you  to  dismiss  both  these  theories  from  your  minds 
as  being,  in  the  present  instance,  quite  unproven.  To 
Frendi  authors  we  owe  two  other  theories  :  one  of  them  is 
that  rickets  is  an  expression  of  congenital  syphilis,  and  the 
other  that  it  is  due  to  dilatation  of  the  stomach.    Both  of 
those  theories  are  equally  chimerical.   The  first  was  put 
forward  by  Parrot  long  ago.  and  the  other  by  his  successor, 
Coraby,  at  the  infants'  hospital  in  Paris.    Neither  of  them 
has  received  much  support,  except  from  its  author  or  his 
pupils.    And,  indeed,  I  think  there  are  practically  only 
two  theories  which  have  to  be  seriously  reckoned  with  as 
likely  explanations  of  the  production  of  rickets.    One  of 
thme  h  that  the  ^sease  is  dttei  to  defootive  ahscnrption  of 
lime  salts,  or  to  the  production  of  lactic  acid  in  the  stomach 
dissolving  away  the  lime  salts  out  of  the  bones.    This  one 
might  call  the  *  lime  theory.*   The  importance  <rf  con- 
st^ring  this  theory  is  that  a  line  of  treatment  has  been 
based  upon  it.    I.inic  salts  have  been  administere(L  to 
rickety  children  under  the  vague  notion  that  a  deficiei.* 
supply  of  them  lies  at      hottcMm  of  ^  ]»edaetiM»  rf 
trouble.    In  criticism  oi  Him  view  it  may  be  remarked 
that,  in  the  first  place,  there  is  no  reason  to  suppose  that 
children  who  sutfer  from  rickets  are  getting  too  little  lime 
in  their  d»t.   On  the  contrary,  such  children  are  usually 
being  fed  on  cow's  milk,  which  contains  far  more  lime  .-.alts 
than  human  milk  does,  btscause  cow's  milk  is  designed  to 
build  up  the  massive  boQ»  ot  the  ci^,  waA  ki  tlieiefoie  not 
Itkdy  to  be  deficient  in  calcium.   Further,  nobody  has  yet 
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shown  that  the  administration  of  lime  8slt»  is  of  any  use  in 
rickets.    I  w.)ul<l  also  point  out  that  the  inorganic-  mot-i^r 
of  tli.>  hoiif.  the  ealcium  phosphate,  is  dissc.lved  away  or 
removed  from  the  bones  of  rickets  as  phosphate  of  lime. 
Were  an  overproduction  of  lactic  acid  the  cause  of  the 
mischief,  it  woul<l  he  dissolved  away  as  !a<tate  of  lime. 
So  tlie  lime  thcorv  is  falling  into  discredit,  and  people  are 
coming  moil-  and'  more  to  adopt  the  other  thetvry.  which 
i«  supported  by  cliniei-l  ol.servation.  and  also  by  a  certain 
amount  of  experimental  work  ^namely,  that  rickets  is  due 
to  a  deflciency  in  the  diet  ol  Lat  and  proteini.  And  certainly 
vour  cHnical  experience  will  soon  teach  you  that  the  mam 
characteristic  of  tlu-  diet  which  tends  to  prod;   e  rickets  is 
that  it  is  an  ill-balanced  one,  a  diet  characteiized  by  an 
excess  of  carbohydrates  and  a  deficiency  in  proteins  and 
fat    Whether  it     the  absence  of  the  fat  or  of  the  i)rotcin 
whi<  h  is  the  most  important  factor  in  producing  the  disease 
1  cannot  tell.    One  only  knows  that  by  increasing  the 
amount  of  fat  in  the  diet  vow  do  mwsh  good  in  rickets, 
and  by  increasing  the  proteins  von  do  good  also.    It  is 
probal.lv.  in  m(.st  cases,  tlie  deficiency  of  bt.th  «>f  these 
which  has  produced  tlie  diseage.    But  why  it  i«  that  nckets 
should  result  from  such  a  defic  iency  no  one  has  yet  ex- 
plained    There  is  no  direct  relation  that  anyone  can  see 
between  a  deficiency  of  fat  and  protein  in  he  diet  and  the 
softening  of  bones.   Yet  there  in  no  doubt  that  animals 
which  are  reared  upon  a  diet  whwh  is  deficient  m  fat  get 
•oftening  of  bones  in  some  way  or  another. 

So  much  for  the  theories  which  have  been  advanced  to 
account  for  the  production  of  rickets  I  emphasi/.c  the 
last  ..nc.  because  it  is  by  adopting  that  theory  as  a  workmg 
hypothesis  that  you  are  certain  to  be  successful  in  treating 
your  cases.  However  that  theory  may  stand  pftthf^- 
cally,  there  is  no  doubt  that  therapetitics  based  upon  it 
are  justified  by  rc>sults. 

Our  next  point  is  as  to  the  diagnolis  ol  tiektti.  That 
is  not  usually  ft  difflcwH  matter  in  a  straightforuard  case. 
You  will  be'  struc-k  first  of  all  by  the  fac-t  that  rickety 
childn'u  are  slow  in  their  development,  slow  in  passing  at 
least  sonu-  of  those  maestoaes  which  I  drew  attention  to 
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ill  tlK^  ij?.st  lot'turts.   Tliey  get  their  teeth  late,  their  »n- 
tenat  fonUiwlte  closf^H  late,  they  sit  up  unaided  late,  ami 
they  walk  !afo.  an.l  all  these  things  are  due  to  the  bad 
development  ami  oitening  of  bones.    Then  you  will  recog- 
nize, usually  without  any  difficulty,  the  enlargement  of 
thf  epiphyses,  particularly  of  the  ribs,  that  being  the 
plaie  where  the  enlargement  comes  first.    It  will  also  be 
little  maiked  at  the  wrists  and  ankles,  perhaps,  and 
here  may  be  some  bending  of  the  bones.    These  are  the 
points  to  iiuiuire  into  in  the  diagnosis  of  a  straightforward 
case.    But  there  are  certain  pitfalls  in  diagnosis  to  which 
I  want  to  direct  your  attention.   One  of  these  refers  to 
rickety  head/  Rickety  children  will  be  brought  to 
you  under  the  impression  that  they  are  hydrocephalic. 
That  happens  many  times  in  practice.   How  shall  you  dis- 
tii^uish  the  rickety  child  from  the  child  with  a  hydroce- 
phalic head  ?    The  head  of  rickets  has  characteristics  of 
its  own.    It  is  a  long,  square  head,  which  looks  as  if  it  had 
been  developed  in  a  box.   It  is  not  gldtobur,  like  the  head 
of  hydro<  ephaliis.  and  if  you  compare  tl»  fweheads  of  the 
two  you  w  il!  find  that  in  rickets  the  forehead  goes  up  more 
or  less  vertically  in  front  and  at  the  sides,  whereas  in  hydro- 
cephalus it  ov«r^i^  Ifce  eyes  and  bulges  out  above  the 
temporal  regions  ;  the  top  of  the  rachitic  head  tends  to  be 
flat,  in  hydroccpha!  is  it  is  convex  and  globular.  By 
attention  to  these  points  you  ought  not  to  have  any  diffi- 
culty in  distii^ishing  a  rickety  head  from  a  hydrocephalic 
one!    There  are  certain  mistakes  which  are  likely  in  con- 
nection with  the  spine  of  rickety  children,  partfeularly 
those  w*o  bek^  to  fte  'acrobatic  '  group.   Tlwt©  is  a 
tendency  in  such  cases  towards  the  production  of  a  promi- 
nence in  the  lower  dorsal  spine,  and  they  will  be  brought  to 
you  under  the  impr^ten  that  they  «e  tf»  Bttl>}ect«  <rf 
Pott's  disease,  or  tubercular  caries.    But  you  will  be  able 
to  tell  a  rickdty  spine  from  a  tuberculous  one  if  you  re- 
member that  one  is  due  to  the  actual  crumbling  in  of  the 
bone,  and  th«peforo  oimaot  be  recti^,  wl^reas  the  other 
is  a  men  kinking  duo  to  laxity  of  ligaments,  ami  so  can  be 
straightened  out.    If  you  hold  the  child  up  by  the  armpits, 
if  the  projection  is  dfw  to  kfaddng  it  wiB  «txuight«n  «mt, 
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whfiettis  it  it  is  duf  to  tubertulous  diseafM*  it  wll  persist. 
Amther  pitfall  into  which  you  an-  likely  to  fall  is  tine  to  the 
laige  (Icvelnpmcnt  of  the  alxlonu-n  in  rickfty  ( hildreli. 
Such  cases  will  bo  brought  to  \..u  by  mothi'is  under  the 
impression  that  they  are  the  subjects  of  tuberculous  disease, 
and  many  of  them  are  diagnosed  as  sueh  and  labelled  « ith 
the  term  Mabes  niesent erica.'  against  whieh  1  liave  already 
warned  you.    There  are  several  reasons  why  a  rickety  chfld 
tends  to  develop  a  largt  »Momen.   You  know,  in  the 
first  place,  that  all  children  tend  to  have  relatively  promi- 
nent and  well-developed  abdomens.    The  reason  is  that 
the\  have  a  lai^e  liver  and  a  small  pelvis.   In  rickets  both 
these  factors  are  exaggerated.   The  liver  of  the  rachitic 
child  tends  to  be  even  larger  than  in  health,  mainly  from 
fatty  infiltration  ;  and  the  pelvis  at  the  same  time  tends 
to  be  unusually  small  and  to  collapse  upon  itself,  so  that 
there  is  less  room  in  it  for  the  viscera  to  sink  down  into. 
Moreover,  the  badly  developed  and  flabby  muscles  of  the 
rickety  child's  abdomen  allow  distensicm  to  t«ke  place 
easily  ;  and  such  distension  is  rendered  more  likely  because 
rickety  children  constantlv  suffer  from  gastric  and  intestinal 
caUrrh,  which  leads  to  the  development  of  flatulence.  So 
there  are  many  reasons  why  a  child  shoidd  suffer  from  a 
large  abdomen  ;  and  if  you  recognize  the  rickety  element 
you  will  be  on  your  guard,  and  you  will  not  mistake  the 
enlargement  for  that  due  to  tubercutous  disease. 

There  is  still  another  pitfall  into  which  you  are  likely  to 
tumble,  and  that  is  in  attributing  to  disease  of  the  nervous 
system  symptoms  which  are  really  due  to  rickets.  I  men- 
tioned such  a  case  a  moment  s^o,  that  of  a  child  which 
could  not  walk  vhen  he  was  three  years  of  age.  The 
diagnosis  in  such  a  case,  however,  shouUl  not  be  difficult. 
You  will  find  that  a  rickety  child,  though  ho  cannot  walk, 
is  still  able  to  use  his  limbs.  As  he  sits  in  lii-  mother's  lap 
he  will  kick  his  legs  about  ;  or  if  you  tickle  the  soles  of  his 
feet  he  will  tlraw  up  the  legs,  which,  of  course,  he  could  not 
do  if  they  were  paralyzed.  In  rickets  the  trouble  is  merely 
an  inability  to  walk,  whereas  in  paralysis  there  is  inability 
to  move  a  particular  group  of  muscles  in  any  way  at  all. 
Lastly,  1  would  emphasize  the  importance  of  your  beii^ 
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al)l<'  to  rec(^nizt'  the  rickety  element  in  many  other  diseases. 

For  instance,  a  <  liil<l  may  be  brought  to  you  who  i.s  mentally 
deficient,  ljut  who  suffers  from  rickets  as  well  ;  and  you 
can  do  great  good  in  soch  a  case  by  treating  the  ri(  ki  ts, 
although  it  is  impossible  for  yow  to  improve  tlie  mental 
condition.  Again,  when  we  come  to  speak  of  the  nervous 
diseases  of  children  we  shall  see  that  rickets  is  a  great  pre- 
dispcwing  cause  in  many  of  the  fnnctir.nal  nervous  disordeis, 
such  as  convulsioiLs.  tetany,  and  laryngismus;  and  you 
cannot  hope  to  treat  the  nerv<»us  disease  with  success  unless 
you  treat  the  rickets,  which  is  the  basis  of  it.  Further,  in 
"the  ea.se  of  a  child  who  is  the  subject  of  reiw  ated  catarrhs, 
bronchitis,  or  broncho-pneumonia,  or  it  may  be  diarrha?a. 
it  ma\  be  of  the  first  importance  to  recognize  that  these  are 
simply  the  symptoms  of  an  underlying  rickety  .ondition. 

That  brings  us  to  the  consideration  of  what  the  treat- 
ment Ol  rickets  should  be.    Granted  the  theory  of  its 
causation  which  I  tried  to  iMring  before  you— namely,  a 
faulty  diet— your  first  care  must  be  to  alter  the  child's 
food!    But  you  cannot  hope  to  do  that  successfully  until 
you  have  first  put  the  stomach  and  intestines  into  a  healthy 
condition,  so  that  he  can  digest  the  food  when  you  give  it. 
So  in  many  eases  your  first  task  must  be  to  correct  any 
digestive  disturbance  which  exists.    You  may  have  to 
treat  diwrhom,  or  gastric  catarrh,  or  want  of  appetite  ;  and 
having  done  that  you  change  the  diet.   And  you  will 
chaise  it  in  this  direction  :  diminish  the  amount  of  starchy 
thin^,  and  increase  the  amount  of  proteins  and  fat.  Prac- 
tHsally  that  resolves  itself  into  increasing  the  proportion 
of  cow's  milk  and  administering  cod-liver  oil.    Of  course, 
if  the  child  can  get  plenty  of  cream  you  can  dispense  with 
the  cod-liver  oil.   But  always  iiusrease  the  amount  of  milk. 
A  child  of  one  and  a  half  years  should  be  getting  two  pints 
of  milk  a  day,  whereas  he  may  perhaps  have  been  getting 
only  half  a  pint.   The  yolk  of  egg  is  also  very  useful  in 
these  caem,  .    it  contains  many  things  which  the  child 
needs.    Tt  contains  phosphorus,  fat,  and  organic  com- 
pounds of  iron,  in  addition  to  protein,  and  1  like  to  give  it 
early  in  cases  of  rictets.  In  very  young  children  it  may 
produce  vomiting ;  but  in  mmt  cases  it  is  taken  quite  weB. 
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It  should  he  lij?htly  hoWed,  bo  that  it     ftill  liquid  when 

giv»'ii  ;  or  yon  iimy  nlmke  it  up  with  the  milk  and  givt-  it 
ill  that  wiiy  \\;\n\  <if  tlu'sr  caws  also  do  well  with  thi- 
iuUlitioa  of  niw-iiuat  juitf  to  their  f«MMl  ;  or  you  may  even 
give  them  nnder*wie  meat  aeraped  d«»\vii.  A  rirkety  child 
nuist  he  maiiilv  ciriiivorouN.  Hi'  kct  -  niit'Jil  !>*•  said  tn  Im> 
«luc  to  premature  vr^ctut iaiiism.  and  you  have  tliereiore 
to  increase  the  pr<.|»..ruon  of  animal  foml,  l)eeau8e  animal 
food  is  charactertated  by  richness  in  proteins  and  fat  Ahout 
the  lime  s  (Its  you  nc<'d  not  trouble  .  Ilierc  is  no  (K-casion 
t»>  administer  them  artificially,  for  milk  contains  them  in 
abundance.  Not  will  drt^5«  help  you  mnch.  unless  you 
call  cod-liver  oil  a  dru^.  If  the  .  liild  is  amemie.  «ivc  iron 
in  addition.  Many  people  give  phosphorus,  but  I  am  not 
convineetl  that  it  makes  much  difference.  Attention  to  the 
diet  and  improving;  the  i  hild's  hygienic  surroundin<is  must 
be  your  chief  lines  of  attack  because  although  it  is  true 
that  bad  diet  is  the  main  caus*-,  yet  there  are  co-operating 
factors.  Want  of  sunlight  m  considered  by  many  to  be 
one  of  these.  The  child  sliouhl  have  the  !)eiictit  of  the 
sun  if  there  is  any.  and  attention  should  be  paid  to  ventila- 
tion, bathing,  and  clothing.  For  the  ^wmities  you  may 
require  to  have  recourse  to  gurgwal  aid  ;  but  it  is  surprising 
how  they  tend  to  disappear  after  n  time  Bones  which 
have  been  very  much  bent  may  still,  without  any  particular 
effort  on  your  i»rt,  but  simply  as  the  disease  passes  off, 
become  straightened  out  again  in  a  suipi  t  ing  way. 

In  order  to  prevent  the  deformities  from  becoming 
greater,  it  is  sometimes  well  to  see  that  the  child  is  kept 
off  hm  1^.  To  accomplish  this  you  nr\y  n  quire  to  tie 
the  legs  together,  or  put  on  light  splint  uliich  ])roject  be- 
yond the  foot.  And  you  will  require  u>  keep  them  on  for 
many  months,  at  all  events  during  the  day,  untfi  the  bones 
have  become  consolidated  again.  But  in  t'lc  '  <Ty  severe 
cases,  where  the  child  is  five  or  six  years  of  age,  and  where 
there  is  permanent  deformity,  surgical  means  are  alone 
likely  to  giw  yon  much  assistance 

B^ore  concluding  this  lecture  1  should  like  to  say  a  word 
or  two  about  'late'  or  'adolescent'  rickets,  and  about 
achondroplMia. 
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LATE  B1CKET8. 

There  can  be  little  doubt  that  a  condition  vci  v  Hinilftr 
in  itn  effects  upon  tlic  Imiu's  U>  ordinary  ricitetM  sometimeB 
appears  in  later  « hildluM.d.  or  even  at  the  period  of  ado- 
lewence.   To  thin  the  term  '  late  rwkets  '  han  been  appli.-.l 
Seeing  that  many  of  these  patients  have  already  sidYcred 
from  ordinary  riclcet«  iluring  infancy.  Home  iiave  concluded 
that  Ho-eulled  late  rickets  in  merely  a  contimiaiiee  or  re- 
crudewence  of  the  ordinary  infantile  form  of  the  disease. 
This,  however,  is  certainly  not  true  of  all  the  cases,  aii  I 
there  seenw  to  be  no  doubt  that  late  ric  kets  is  a  genur.je 
diHeaiMs.  although  whether  it  is  pathologicall.x  ide  ntic  al  with 
ordinarv  rickets  is  more  uncertain.    Clinically  late  rickets 
differs  from  infantile  rickets  by  showing  a  greater  tenileney 
to  affect  the  long  bones,  the  epiphyses  of  which  show  notable 
enlargement,  especially,  perhaps,  about  the  knees,  so  that 
gemi  valj?iim  and  bending  of  the  shafts  of  the  Ijones  are 
speciallv  apt  t.)  result  from  it.    Thi.s  is  very  well  shown  in 
the  photograph  I  show  you.  which  is  that  of  a  girl  i  levcn 
y€«tf»of  age.  in  whom  tlie  disease  had  been  present  for  four 
Vears.    On  the  other  hand,  the  skull  and  the  viscera  do  not 
tend  to  be  affected  in  late  rickets.   Skiagrams  of  the  bones 
in  these  cases  show  that  ossification  is  very  imperfect 

The  treatm-nt  of  late  rickets  is  almost  entirely  surgical 
(by  osteotomy,  etc.).  and  I  shall  therefore  not  dwell  uprm 
it ;  but,  of  course,  yoa  may  med  to  correct  anything  that 
m  wrang  in  the  diet  or  geo^l  aurrowidings  of  the  patient. 


ACHONDROPLASIA# 

Achondroplasia  is  a  conditi  .n  wli!  h  fs  sometimes  mis- 
taken for  rickets,  although  quite  unjustifiably,  for  tlie  two 
liiseases  have  really  nothing  to  do  with  each  other.  Achon- 
dropUisia  is  r^Uy  a  .lis.  asc  of  about  the  third  to  the  sixth 
month  of  intra  iitcrim'  life,  and  .  ..iisists  in  a  partial  failure 
of  ossification  in  the  cartilaginous  bones.  Why  this  failure 
of  ossification  occurs  we  do  not  in  the  ieast  know,  but  the 
consequences  of  it  tote  rety  strikiaf .  A  chikl  ^footed  with 
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achondroplasia  ban  a  very  charactemtic  appearand-  (Fig .  10 ) . 
Tlic  limbs  arc  cxtrcmoly  sh»)rt  in  ])ro]tf>rti()ii  to  lln'  U-ngth 
of  the  trunk,  producing  an  appearance  wliich  has  some- 
timea  been  spoken  of  att  a  'human  dachshund.'   The  soft 
parts  of  the  limbs  also  hang  in  folds  or  creases,  like  the 
sleeves  of  a  coat  wliich  is  1o<«  i»ig  for  the  wearer.  The 
hands  are  short  and  stumpy,  tlie  fingers  being  approxi- 
mately of  equal  length,  and,  instead  of  being  parallel, 
radiate  out  like  the  spokes  of  a  wheel— tlie  so-called  '  trident 
hand.'    As  the  chilcl  grows  the  normal  curves  of  the  long 
bones  become  exaggerated,  and  as  the  flat  bones  are  un- 
afteoted  the  y&vAt  of  the  skull  grows  out  of  proportion  to  the 
base,  so  that  the  head    becomes  dome-shaped,  with  a 
'beetling  brow,'  and  a  depression  at  the  root  of  the  nose. 
The  face  also  has  a  triangular  shape,  being  broad  at  the 
forehead,  and  ta]icring  to  a  ])ointcd  and  projecting  c  iiiii. 
Lordosis  is  well  marked,  and  the  patient  walks  with  a 
waddling  gait,  like  that  seen  in  eases  of  congenital  disloca- 
tron  of  the  hip.    With  all  these  pecidiarities  the  viscera 
arc  unafTectcd,  the  general  health  is  good,  and  the  intelli- 
gence normal.    The  prognosis  is  therefore  perfectly  good 
as  far  as  life  is  conc^ned,  which  is  f<n>tttnate,  as  the  con- 
dition is  entirely  insusceptible  of  treatment. 


LECTURE  Xil 


Gbntlbmen.— Our  subject  of  study  in  this  lecture  is  that 
nutritional  disease  of  infaiuy   known  as  siutvy.  This 
disease  used  to  W  called,  ami     still  called  by  many  people, 
•rtcurvy  rickets.'    That  is  un  unfortunate  term,  because  I 
think  it  is  now  quite  well  recognijsed  that  scurvy  in  infants 
has  nothing  to  do  with  rickets  at  all.  but  that  the  coexistence 
of  rickets  in  many  of  the  cases  is  a  mere  accident,  and  due  to 
the  fact  that  the  kind  of  diet  which  is  apt  to  produce  scurvy 
is  apt  also  to  produce  rit  kets.    Beyond  that  I  believe  there 
is  no  direct  connection  betwecTi  the  two  diseases,  and  it  is 
better  to  use  the  term  "  infantile  .scurvy  "  to  designate  this 
complaint.   The  prefix  'infantile'  is  used  becau^  it  is 
apparently  not  the  .same  disease  as  scurvy  in  grown-up 
persons.    It  is  not  the  same  thing  as  the  scurvy  which  used 
to  be  sucli  a  scourge  on  board  merchant  shipj,  or  as  the 
*Umd  scurvy'  which  ooeasioiiyiy  occurs  in  persons  who 
live  in  tinhealthy  surroundings.    It  seems  to  be  a  disea.se 
peculiar  to  infants,  and  I  am  glad  to  be  able  to  say  that, 
just  as  in  the  case  oi  noketo,  it  has  hem  chiefly  made  known 
by  the  labours  of  English  physicians,  and  particularly,  one 
is  i)roud  to  say,  by  men  attached  to  OAit  Ormond  Street 
Hospital.    The  first  cases  were  publishil  by  Dr.  Cheadle 
in  the  year  1878,  aid  it  was  more  fullJ  described  by  Sii 
Thomas  Barlow  in  the  year  ISS.S,    His  work  on  the  subject 
was  so  exhaustive  and  complete  that  very  Ultle  has  been 
added  to  our  knowledge  of  the  dwease  since  that  time,  ami 
infantile  scm  vy  is  now  knowti  on  the  Continent  by  the 
name  '  Barlow  s  disease.'    Before  I  pass  on  to  describe  it, 
I  should  also  .srtv  that  in  past  vears  this  disease  uswi  crften 
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to  bf  (U'scribtMl  under  the  term  'acute  rieketw.'  Wlieii  1 
was  dealing  with  rickets  you  will  remember  1  told  you  that 
there  were  some  canes  of  that  disease  which  you  n^kt  call 
acute,  because  the  symptoms  come  rapi<ll\  .  But  that 
has  nothing  to  do  with  s  urvy,  antl  the  term  '  acute  rickets  ' 
should  either  be  abolished  altogether,  or,  if  iwed  at  aH,  it 
should  be  applied  to  genuine  rickets  in  which  the  sys^vtoiss 
come  oil  with  uiuisual  rapidity. 

What  are  the  cUnieal  cbaracterg  of  a  case  »)t  infantile 
scurvy      The  child  will  twually  be  Imraght  to  you  hy  the 
niother  with  the  complaint  that  he  is  unable  t<>  use  one  or 
both  of  tile  legs,  or  that  the  legs  are  swelle<l,  or  that  the 
child  cries  when  he  is  touched.    These  are  the  commonest 
things  that  the  B»)ther  notices  wrong  ftrst,  and  the  majority 
of  cases  of  scurvy  which  are  l)n>ught  to  you  u  ill  be  brought 
with  such  complaints  as  those.    When  you  look  at  the 
child  you  will  usually  observe  that  he  appears  healthy. 
These  children  are  gei»rally  well  nourishetl.  they  are  often 
of  good  colour,  or.  at  all  events,  not  conspicuously  au»uiic  ; 
but  when  the  child  is  being  stripped  you  will  notice  that 
he  screams  a  great  deal,  ami  is  extremely  apprehensive. 
One  has  been  able  to  recognize  cases  of  scurvy  in  the  out- 
patient room  by  the  fact  that  the  child  starts  screaming 
as  soon  as  he  sees  the  doctor,  because  he  is  so  afraid  he 
will  be  hantUed.  for  in  that  way  the  tenderness  of  the  bones 
is  aggravated.    When  you  come  to  examine  the  child  more 
clwselv  you  will  tiiul  perhaps  that  one  of  the  legs  is  kept 
immobih?,  that  it  is  slightly  flexed  at  the  knee,  and  that  the 
thigh  is  rotated  outwards.    On  furtlier  examination  you 
will  probably  tintl  signs  of  rickets— tliat  is  to  .say,  slight 
enlargenu  iit  of  the  epiphyses.    On  opening  the  mouth  you 
will  observe  usu*ly  that  one  or  two  teeth  have  come 
through,  bet  ausc^ infantile  scurvy  occurs  with  quite  an 
extraordinary  degree  of  frequency  when  the  first  teeth  are 
being  cut.    Of  the  eases  I  have  seen  in  the  last  two  years, 
twelve  or  so  in  all.  by  far  the  lai^er  nuinlier  were  children 
of  eiulii  to  ten  months  old.    You  will  commonly  find,  then, 
thatOne  or  two  of  the  lower  incisors  are  thmugh,  and  that 
the  gums  around  them  are  swollen  and  of  a  vivid  purple 
cok>ur.  In  tl»  uppw       you  awiy  observe  that  there  are 
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teeth  about  to  be  eut,  and  that  the  gum  over  th.  se  is  in  a 
similarly  swelled  and  discoloured  conditioii.  When  yon 
come  to  examine  the  Umbs  you  will  probably  find  on  one 
or  both  (»f  the  lower  extremities,  usually  towards  the  end  cf 
the  femur  or  the  tibia,  a  thickening  which  is  extremely 
tender  when  it  is  touched,  and  which  presents  a  sort  of 
bc^y  feeling  on  paljjatioii.    You  may  find,  further,  as 
minor  symptoms  of  the  disease,  a  tendency  to  haemorrhages 
from  tlie  mucous  membrane,  and  particularly  the  occur- 
rence of  hwmaturia.   In  rare  cases  the  hsemorrhages  may 
take  i)hue  also  into  the  looser  subcutaneous  tissues,  and 
particularly  into  the  orbit.    These  are  the  clinical  signs 
which  you  will  find  when  you  examine  a  typical  case  ;  and 
if  you  inquire  ir*   the  history  you  will  &ad  almost  invariably 
that  the  child  i..is  been  fed  in  a  particular  way— namely,  on 
a  patent  food,  usually  along  with  condensed  milk.  That 
tt  why  canes  of  iitfantfie  scurvy  «re  as  common,  or  pOThaps 
even  commoner.  amon<?  the  children  of  the  upper  classes 
as  in  the  lower,  because  these  patent  foods,  being  expen- 
sive, are  to  a  large  extent  the  perquisite  of  the  rich.   It  is 
only  extremely  rarely  that  the  infant  is  found  to  have  been 
fed  on  the  breast.    I  have  never  seen  such  a  case  myself, 
but  1  believe  a  few  are  on  record  in  which,  in  some  mys- 
terious wav,  breast  mi&  has  produced  scurvy.    Once  or 
twice  I  have  seen  the  disease  produced  in  children  who  were 
fed  simply  on  boiled  cow  s  milk,  but  by  far  the  majority  of 
the  ca-ses  of  the  disease  have  been  fed  upon  a  patent  food 
alone  or  combined  with  com  leased  milk. 

The  pathology  or  morbid  anatomy  of  infantile  scurvy  is 
not  a  tUfficult  matter  to  explain.  It  is  characterized  by  a 
tendency  to  hasBWOThi^,  and  the  seat  of  those  haemor- 
rhages seems  to  be  determined  by  the  degree  of  vascularity 
of  the  parts  For  instance,  swelling  of  the  bones  is  due 
to  hajmorrhage  occurring  in  the  deep  vmev^  teyw  <rf 
the  pc^kntoum:  the  haemorrhage  raises  the  periosteum, 
producing  the  swelling,  and  the  pressure  of  the  effused 
blood  on  the  nerves  produces  the  tenderness.  Sometimes 
hemorrhage  takes  place  between  the  epifAysift  and  diaphysis. 
and  causes  a  complete  sep«ation  of  the  former,  so  that  it 
may  come  to  Ik  quite  Uxm.  Very  rarely  this  process  of 
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h;Emoirlia<ir  }i<u's  (in  tn  the  (Icvclnpmcnt  of  sui>i)iiration. 
.Similarly,  the  haeinorrliuge  round  the  teeth  is  due  to  tlie 
fact  that  the  neighbourhood  of  the  teeth  is  a  place  which 
is  unusually  vascular.  That  is  all  one  need  say  about  the 
uKuhid  anatomy.  1  .shall  not  discuss  the  chemical  path- 
ology of  si  urvy,  as  it  is  still  verj-  obscure,  but  shall  pass 
at  once  to  the  qufsstion  (A  diagnosis. 

In  tlie  fust  place,  you  will  have  to  diagnose  infantile 
si  urvy  from  rheumaliani.  I  say  that  because  1  have  had 
several  cases  of  infantile  scurvy  sent  to  me  as  rheumatism, 
in  oi»  of  which  the  sutTerings  of  the  unfortunate  child  had 
bi'cn  afigravated  by  tlie  alTected  limb  being  painted  with 
iodine.  I  am  certain  that  this  is  one  of  the  commonest 
mistakes  made  with  regard  to  this  dimase.  that  the  swelling 
and  tenderness  of  the  bones  are  regarded  as  rheumatic  in 
origin.  But  that  is  a  mistake  which  y<ju  ought  never  t<» 
make,  because  at  the  age  at  which  infantile  scunrv'  occurs 
rheumatism  is  unknown.  Little  ehildicn  below  one  year 
of  age  do  not  suffer  from  rheumatism.  1  do  not  know  why 
that  is.  but  (me  knows  it  to  be  a  fact.  So  you  .sec  this  point 
of  diflferential  diagncwis  is  merely  another  exampte  of  that 
principle  of  reasonable  probability  which  I  tried  to  bring 
before  you  in  a  previous  lecture — namely,  the  principle 
that  at  ccMtain  ages  certain  diseases  are  more  Kkely  to 
occur  than  others.  At  this  particular  age  rheumatism  ia 
not  only  unlikely  to  ofcur.  but  it  does  not  occur  at  all. 

Another  thing  which  this  condition  has  been  mistaken  foi , 
and  more  excusably,  is  gyfMiik  panottUU.  Syphifitfas  p«io8- 
titis  usuallv  occurs  either  in  children  who  .ii>'  much  yo\inger 
than  tlie  age  at  which  scurvy  occurs,  in  the  form  of  syphilitic 
epiphyaiiis.  which  I  dc8cril)ed  when  dealing  with  the  subject 
of  co^aital  sjrpbilis,  and  is  a  disease  .seen  during  the  first 
few  weeks  of  life  :  <^y  it  oc-  urs  considerably  later  in  the  form 
oi  periostitis  atfecling  the  loug  bones,  very  commonly  the 
tibia,  airf  then  the  children  are  distinctly  over  the  age  at 
which  infantile  scurvy  is  usually  seen.  You  will  find,  too, 
that  other  signs  of  congenital  syphilis  are  absent  in  a  ease 
of  pure  scurvy,  an«l  also  that  in  congenital  .syphilis  there 
is  no  spo^inefM  of  the  gums. 

Hcttrvy  may  also  be  mistaken  for  ordinary  efUphymtis,  and 
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that  itt  a  fairly  excusable  miHtake  which  I  have  known  tu  be 
made  by  people  who  are  perfectly  famUkor  with  the  usual 

.syinplom.s  of  both  diseases.  The  only  cases  in  which  this 
error  may  bi^  made  are  those  in  which  there  is  no  affection 
of  the  gums.  But  there  are  other  points  which  will  help 
you.  One  of  tlie.se  is  that  the  temperature  is  always  raised 
in  epipiiysitis,  whereas  in  scurvy  it  is  not  usually  so  to  any 
extent.  But  one  of  the  best  tests  of  all  is  to  observe  the 
result  of  treatment.  Scurvy  properly  treated  gets  well 
almost  at  once,  so  that  the  therapeutic  test  is  of  very  great 
value  in  diagnosis.  If  you  are  in  doubt,  then,  whether  a 
case  is  one  of  scurvy  or  not,  put  the  child  upon  a  diet  which 
is  suitable  for  scurvy  and  see  what  happens.  If  the  child 
has  scurvy  yo  i  will  have  done  right,  and  improvement  will 
set  in  at  once  ;  if  he  has  not  got  scurvy  you  will  not  have 
done  any  harm.  In  some  cases  the  therapeutic  test  may 
be  the  only  one  upon  which  you  can  depend.* 

There  is  a  fourth  condition  which  affects  the  limbs,  and 
which  it  is  w  ell  to  be  on  the  lookout  for,  so  that  you  do  not 
mistake  it  for  scurvj' — ^namely,  infantile  paralysis  beginning 
tvith  InjivrtrMhe-oia.  Some  ca.ses  of  infantile  paralysis  are 
accompauietl  at  their  outset  by  extreme  hyperaesthesia  of 
the  limbs,  so  that  whenever  they  are  touched  the  child 
cries  out.  But  in  such  cases  the  age  of  the  child  ought  to 
keep  you  right.  Infantile  paralysis  is  a  ver^  badly-named 
disease,  because  it  is  not  a  disease  of  infants  ;  it  is  a  con- 
dition which  is  almost  unknown  below  one  year  of  age.  It 
occurs  most  commonly  between  the  ages  of  two  and  four. 
In  infantile  paralysis,  too,  there  will  be  atrophy  or  wasting 
of  the  limb,  and  no  r welling  of  it. 

The  lesions  in  tlu'  mouth  and  swelling  of  the  gums  may 

be  mistaken  for  other  conditions.    They  may  be  mistaken, 

first,  for  stomatilin,  and  sunu  imcs  there  will  be  no  means 

of  telling  whether  it  is  a  case  of  mere  stomatitis  or  Murvy 

except  by  trying  the  effect  of  diet.    These  mouth  lesions 

are  much  more  likely  to  be  mistaken  for  the  ulcerations 

which  occur  in  connection  with  leukaemia.   I  remember 

seeing  a  child  about  six  yea»  of  age  fyii^  in  the  w«rd  ol  a 

*  I  have  latdy  aeea  a  ease  of  infantile  tearrr  whieh  had  been 
regarded  as  one  of  traetitred  temnr,  bot  the  hMtory  here  <ihould 
prevent  miatako. 
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hoBDital  and  bv  it*  be<l  was  a  ImttU-  ..f  lini.-juice.  The 

the  mouth  there  was  u  large  excavating  ulc«r  of 
and  ulceration  and  lividity  of  the  gum*  ;  and  erne  was  t  U 
that  the  rhil.l  was  HumMiufi  fmrn  sc-urvy  and  - 
treato.!  hv  li..u>-jnice.    But  the  ciuld  du  ui.t  beueht  h> 
the  lime-juice  treatment.   And  on  examining  the  blood  - 
found  200,000  white  corpuscles.  9S  per  cent  ; 
lymph...- vtcs :  inother  w.r.ls.  it  was  a  case  ..t  acute  ^^^"^e 
TheL  latter  ca««  are  very  "^t-^^  ^^aractenx^r  by  the 
occurrence  of  haemorrhages  into  the  gums.  -  '"^ 
gponginess  .>f  them,  and  ulccrat.on.    Au.l  .t  jou 
tr^ncnd,cr.  as  I  shall  have  mcasinn  to  point  "'"t  toym, 
when  1  speak  of  the  an^miaH  of  infancy,  that  acute  leuk«mia, 
although  very  rare  in  grown-up  pcrs..ns.  .s  t>ot  vcr>  u n- 
commcm  in  children  ;  and  it  is  very  .>ltcn  -  ''""H-m^lkv 
those  lesions  of  the  mouth.    But  here,  agaui,  the  examina- 
tion of  the  blood  will  at  once  settle  the  matter 

CaBe*»  which  are  charaeteri/ed  by  haemorrhages  into  the 
orbTmav  be  mistaken  for  two  conditions  :  for  sarcoma  of 
the  orbit  on  the  one  hand,  or  for  that  very  rare  d.scase 
nftlliHi  ehlorama  In  the  case  ..f  sarcoma  there  will  le 
::*^lv^"  sarcoma  elsewhere,  and  ti^^^e^;^ 
test-change  of  diet-will  be  conclusive.  The  A^"^ 
diagnosis  from  chloroma  I  must  defer  untd  I  come  to  speak 
of  it  under  the  antemias.  . 

Lastlv   1  would  mention  that  renal  haemorrhage  due  to 
Bcui  vv  is  apt  to  be  mistaken  for  rmal  hamarrlmgt  from 
other"  cause;.   I  have  known  a  surgeon  c  ut  down  upon  a 
kidnev  in  such  a  case,  expecting  t..  Hnd  a  stone,  bec-ause  the 
..hild'had  been  suftering  from  profuse  hematuria  Me 
found  no  stone,  and  the  h»maturia  persisted  until  t 
occurred  to  those  in  charge  of  the  patient  to  make  a  change 
rjhe  diet     Thev  .lid  so.  with  the  result  that  the  ha^ma- 
Turtd^'appcarcd  in  the  course  of  two  days.  So  h«matm,a 
from  scurvy  is  a  thing  which  you  may  overlook  Soine 
people  beli;.v.-  that  it  is  a  much  c-ommoner  «y»^P 
sVarvv  than  is  generally  supp<.sed,  and  that  you  will  com- 
monlN  find  traces  of  blood  in  the  urine  ma  case  of  s.  urv> 
tf  yott  took  for  them.  H«e,  again.  I  know  of  no  very 
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definiti'  way  of  making  sure  of  the  cause  of  the  ha?inaturia 
except  by  having  recuurae  to  the  therapeutic  test — chftuging 
the  diet  ami  seeii^  whftft  lukfqpeiM. 

Before  leaving  the  question  of  diagnosis,  I  would  remind 
you  that  you  must  be  j)repared  to  recognize  the  earliest 
beginnings  of  scurvy  before  the  fuU-bluwn  symptoms,  such 
as  swellii^  of  the  limbs,  tei^erneM,  and  spoi^  gums,  are 
present.  At  first  the  chihl  simply  ceases  to  thrive,  his 
weight  no  longer  rises,  he  'goes  oi!  his  feed,'  and  is  fretful 
and  unhappy.  If  in  BUch  a  case  the  diet  be  of  a  kind  which 
is  apt  to  produce  scurvy,  you  should  not  wait  for  furtlier 
(Icvelopnients.  hut  change  the  feeding  immediately.  Dis- 
appearance of  the  symptoms  will  often  follow  at  once. 

We  may  now  discuss  the  teMilittrat  of  ii^mtito  Munry, 
Tt  was  found  very  early  in  the  investigation  of  tliis  disease 
that  it  could  be  cured  almost  at  once  by  insuring  the  presenc  e 
in  the  diet  of  fresh  constituents,  such  as  fruit  juice  and  vege- 
tables. And  the  routine  treatment  for  you  to  recoiiirnend 
in  a  case  which  comes  befor"  yon  is  that  the  child  should 
be  given  milk  which  ii  inw-  iuvt  is  lo  say,  unboiled.  Also, 
any  patent  food  which  the  jiiild  is  taking  should  be  at  once 
stopped.  You  should  give  every  day  a  few  teaspoonfuls 
of  orange  or  grape  juice,  or,  if  you  like,  a  little  raw-meat 
juice.  The  child  should  also  be  given  baked  potato.  The 
best  way  is  to  bake  the  potato  in  its  skin,  and  scrape  away 
the  floury  part  just  beneath  the  skin  and  shake  that  up  in 
the  milk.  You  may  ask  wh}-  one  should  take  that  pai- 
tbofatr  part  and  treat  it  in  that  way.  The  reason  is  that 
that  part  of  the  potato  is  richest  in  potash  salts.  If  ^ou 
put  a  child  who  is  suffering  from  scurvy  on  such  a  diet, 
the  child  w  ill,  in  the  immense  majority  of  cases,  get  better 
straight  away.  There  is  abiolutely  nothing  in  the  whole 
range  of  therapeutics  5n<»re  striking  than  the  effects  which 
you  get  from  a  radical  change  of  diet  in  infantile  scurvy, 
and  there  is  nothing  in  regard  to  which  you  will  cbsMrve 
or  obtain  more  credit  in  practice.  Rut.  on  the  other  hand, 
there  is  nothing  in  reg  vrd  to  wKicM,  if  you  fail  to  recognize 
the  condition,  you  will  dtser%  »  (Uy  g< ;  more  blame,  because 
it  is  a  disease  which  it  is  quite  within  the  compass  of  medicine 
afafldtotdty  to  eive  if  it  !w  only  reeegnixed. 


TBI  DYiPWtWI  Of  THE  gBCOMD  DENTITION 

OlWTLMnW.-In  a  i.rcvu.us  U.  ture  y..«  will  rc-nu  mlH.r  nvo 
iT.v.l  toizi-tlur  lu-  .liji.stiv.'  (listTilors  of  infancy  ;  and 
•r::;;tw  to         to  tt  .tu.ly  of  kma^l  d«orde«  « 
.,iaer  eh.Ulren,  and  to  speak  about  what       inay  U.m  the 
dx-soemias  inoktental  t<.  the  str..iul  dent.t.on.     Ihtre  are 
t^^^M  -nZ  roa^ns  whic  l.  render  children  at  about  the 
;    •  f  second  dentition  particularly  liable  to  .uffer  fron. 
;  s  ive  disorder..   One  of  these,  no  doubt  .s  the  ^  ^ 
ment  and  want  of  pLvsi.  al  cxccise.  as  well  an  the  mental 
Terltrain,  which  are  incidental  t<.  school  We.  whjeh 
^rUy  begun  at  about  that  period.    You  ..ill  find  that 
Z^  e^  of  chronic  dywia  in  children  are  certam  y 
Sutable  to  that  catuse.    In  the  second  place,  owing  to 
ap  dity  of  growth  at  this  time  of  life,  there  is  a  tendency 
t  t^  to^  demand  for  food  to  outstrip  the  d.,cst.ve 
^wer^KO  that  the  st..mach  is  no  lunger  equal  to  the  demands 
it  bv  the  tissues.    This  denmnd  is  apt  to  be 
bv  an  excc;«ive  consumption  of  carbohydrate  foods 
^  that  in  the  third  place,  is  o.>c  of  the  nuun  ca,.ses  of 
ivs^H-nsia  in  children  of  this  age.    Oom.ng  closer 
;      :    ;^e:.i  one  ihuls  a  difficulty  in  ch..iiicatio„,  |u«t 
„ue  did  in  the  ca«e  of  the  dyspeps.as  of  uifancy.    1  hat 
•ffi  nl.v  arises  auain  fnm.  tlu-  iusutticiencN  ot  our  patho- 

f  ,;"Sge     We       '-^  1^"-^  1'^^*'"*"^^' 

of;;    :  :    th-e  cases  of  dyspepsia  is  but  I  think  one 
l;  conveniently  make  the  as.u.np.ion  that  they  are  all  o 
essentiallv  catarrhal  m  th.-.r  nature,  and  I  shall 
ru  Tttru  under  tluec  headings.    First  there  is  acute 
Uysl'-p.!.  or,  if  yo«  Bte.  gastnvintestinal  cat«rh  ; 
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wvoiwllv,  Hubacutc  dysix'iwia,  or  snl.n<  ut<-  Kastm  intestinal 
latiirrli';  atul,  in  the  third  place,  chronii-  tlysptpsia,  duo 
to  chronic  gastric  and  intestioftl  c»t«rrh. 

ACUTE  6A8TBIC  CATASSH. 

JjiptlulM  in  older  children  rcscniMcs  vi-iy  cbiM-ly 
the  Mmilivr  discnsc  which  f  have  nltcady  (h'sciihcd  in  tin- 
cane  of  infants.    It  begins  suddenly,  as  its  name  implies, 
and  the  chief  symptom  is  wmiting.   The  vomitii^;  fe 
accompanied  by  prostration,  and  often      a  hij^h  tempera- 
ture, and  on  examination  you  liiul  that  the  tongue  is  thickly 
furre<l,  but  that  otiierwise  there  i»  very  little  to  be  made 
out.   These  cases  wtually  arise  from  one  of  two  exciting 
l  aiises.    One  is  the  .  (lasumption  <>f  some  irritaliiig  artiel" 
of  f.H.d.     What  that  food  is  varits  in  ditlerent  iiustances. 
The  storii  ichs  of  some  children  are  peeidiarly  swweptibte 
t«»  irritation  by  some  articles  which  are  eaten  with  complete 
iinj. unity    by"  others.    Thus,  some   childien   have  great 
diHiculty  in  digesting  greasy  things,  and  these  seem  prone 
in  them  to  protluce  acute  gastro-intestinal  catarrh.  In 
other  cases  the  cause  may  b«^  iimij)e  fruii  ;  but,  of  course, 
ther»>  are  many  different  kinds  of  fooil  w  hich  may  act  as 
ex(  iting  t  au-ses  of  the  condition.  The  other  great  exciting 
cause  which  you  have  to  bear  in  mind  is  <hill.    T  have 
rei)cat<>dly  seen  cases  of  acute  ijastro-intestinal  catarrh 
brought  on  in  children  at  about  the  period  of  the  second 
dentition  by  exposure  to  cold .   Thus.  I  have  seen  it  happen 
very  suddenly  after  sea-bathing.    These  cases  arc  apt  to 
begin  chiefly  wit li  stomach  sympu.ms  and  to  end  up  with 
intestinal  symptoms  ;  in  other  words,  the  catarrhal  trouble 
seems  to  start  in  the  stomach,  and  to  extend  downwards 
through  the  stnniach  into  the  intestinal  canal.    That  is 
particularly  the  ca.se  in  those  instances  in  which  the  ex- 
citing cau^  is  some  error  of  diet.   In  them  the  intestinal 
trouble  emls  with  diarrhoea,  and  the  diarrhoea,  by  <  arrying 
awav  the  irritating  material,  leads  to  a  spontaneous  or 
natural  cure.    The  »lifficulty  which  you  will  have  in  deali^ 
with  these  cases  is  in  being  sure  that  the\  are  not  something 
ebe.  You  may  have  difficulty  in  reaUaing  bow  sever©  an 
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attack  of  acute  .rastro-intostinal  catarrh  may  be  :  there 
may  be  high  temperature,  severe  prostration,  and  vomiting, 
with  a  furreil  tongue,  and  you  will,  in  such  a  case,  be  apt  to 
regard  the  condition  as  due  to  sometliing  more  serious  than 
a  mere  ,:^astro-intestinal  catarrh— for  instance,  you  will 
think  of  one  of  the  specific  fevers,  perhaps  of  meningitis,  or 
some  serious  abdominal  trouble.  I  have  known  a  case  of 
that  sort  in  whidi  the  abdomen  was  nearly  opened  under 
the  inipression  that  the  child  was  suffering  from  appen- 
dicitis. 

There  is  a  group  of  eases  in  whi.  li  those  attacks  recur  at 
intervals,  in  which  a  chihl  will  go  for  a  few  weeks  and  then 
have  an  attack  of  gastric  catarrh,  and  then  go  on  for 
another  few  weeks  and  have  another  attack,  and  the  mothers 
will  describe  them  as  '  bUioM  attacks.'  Some  of  those 
eases  are  probably  genuine  examples  of  recurring  gastritis,  • 
but  others  are,  1  think,  of  nervous  origin,  and  are  closely 
allied  to  megrim.  The  term  *  eyolieal  wmitiiif '  is  some- 
times applied  to  them  (see  p.  361). 

The  te«atment  ol  acute  gastric  catarrh  is  quite  simple. 
In  consequence  of  the  great  depression,  you  should  put  the 
child  to  bed,  and  withhold  all  food  for  a  time,  or  as  long 
as  the  vomiting  is  urgent.    During  that  time  you  may 
administer  sips  of  iced  water  in  order  to  allay  the  thurst. 
If  there  is  much  vomiting,  there  is  no  occasion  to  wash  out 
the  stomach,  but  in  cases  where  nausea  is  present  you  may 
find  lavage  of  the  stomach,  as  in  the  case  of  little  babies, 
an  important  help.    Drugs  are  not  of  much  assistance 
to  you,  but  the  most  useful  are  calomel  and  bismuth.  You 
should  begin  at  the  outset  by  giving  small  repeated  doses 
of  calomel,  J  to  i  grain  every  two  or  three  hours  until 
2  grains  have  been  taken  ;  then  follow  that  up  by  bismuth 
in  large  doses.    Under  that  treatment,  the  attack  rapidly 
subsides.    And  then  you  have  to  consider  how  you  are  to 
prevent  recurrences  of  the  attacks  in  future,  particularly 
when  you  are  dealii^  with  a  child  who  is  the  subject  of 
so-called  '  bilious  attacks . '    How  you  are  to  do  that  we  shall 
consider  when  I  come  to  speak  of  chronic  dyspepsia. 
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SUBACUTE  GASTBO-INTESTINAL  CATABRH. 

We  may  turn  next  to  subacute  cases  of  gastaro-intestinal 

catarrh,  a  condition  which  1  think  is  less  common  than  the 
above,  i)ut  whi(  li  may  be  left  behind  after  the  acute  attack 
has  passed  off,  although  it  may  also  arise  spontaneously 
and  be  subacute  from  the  outset.    In  these  cases  the  fever 
is  not  so  high  as  in  the  acute  attacks,  but  it  is  more  pro- 
longed, lasting  perhaps  a  week  or  ten  days.    And  as  the 
attacks  are  accompanied  by  a  tendency  to  vomit,  and  some- 
times bv  diarrhoea  and  a  fvnred  tongue,  you  ^viU  readily 
understand  that  these  cases  are  very  apt  to  be  mistaken 
for  typhoiil  fever,  and  many  of  them  undoubtedly  used 
to  be  written  down  as  *  gai^e  !ever.'    You  know  that 
nowadays  tlie  term  'gastric  fever'  has  fallen  into  disuse, 
and  we  know  that  a  large  number  of  the  cases  so  described 
were  undoubtedly  cases  of  enteric  fever,  mild  in  degree. 
But  I  think  it  is  also  true  that  some  of  them  ^^•ere  really 
instances  of  subacute  gastro-intestinal  catarrh.  Fortu- 
nately, in  the  agglutination  test  we  have  a  means  of  dis- 
tinguishing those  cases  from   true   enteric.  Clinically, 
without  that  test  there  is  difficulty,  because  the  two  diseases 
simulate  one  another  very  closely.    So  you  must  be  on 
J  our  guard  not  to  mistake  them  for  enteric,  and  vice  verad. 
The  treatment  of  them  is  very  much  the  same  as  that  of 
acute  attacks-^namely.  rest  in  bed,  restricted  diet,  and  the 
administration  of  calomel  and  bismuth, 

MUCOUS  DISEASE. 
The  last  group  of  dyspepsias  is  the  most  important  of 
all— that  of  chronic  cases  ol  gastro-intestinal  catarrh. 
These  cases  are  extremely  common.   You  will  meet  them 
in  some  form  or  another  in  practice  almost  every  day. 
Together  tlicv  form  a  class  which  is  fairly  definite,  although 
one  can  distinguish  in  it  certain  special  types  of  the  disease. 
They  are  sometimes  known  under  the  term  '  macou 
iitMUW,'  that  name  having  been  first  given  to  them,  so 
far  as  I  know,  by  Dr.  Eustace  Smith,  for  reasons  which  we 
shall  see  immediately. 
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I  want  to  describe  to  you  what  those  cases  of  mucous 
disease  are  like,  and  to  try  to  draw  for  you  a  clinical  pieiiire 
tA  the  condition.   The  child  will  usually  be  brought  to 
you  by  the  mother  witli  the  complaint  that  he  is  wasting. 
She  may  tell  you  in  addition  that  he  is  hmguid  and  peevish, 
and  that  he  does  nothing  but  'lie  about  '  all  day.  Very 
frequently  you  will  hear  the  cdmplaiat  that  the  child  has 
a  cough,  and  the  combination  of  wasting  anil  ctiugh  is  often 
the  thing  chiefly  noticed  by  the  mother,  and  it  is  apt  to 
throw  you  otY  the  scent,  and  lead  you  to  believe  that  you 
are  dealing  with  a  case  of  pulniDuary  tuberculosis.  Over 
and  over  again  such  cases  are  sent  to  hospital  with  the 
diagnosis  of  phthisis.   When  you  come  to  inquire  further 
into  the  symptoms  of  the  child,  you  will  usually  be  (old 
that  the  appetite  is  very  poor.    Sometimei;,  on  the  other 
hand,  you  find  quite  the  opposite  condition  of  things,  for 
there  k  a  voracious  appetite.    The  mother  will  say  that, 
in  spite  of  the  fact  that  the  child  cats  ^-  great  deal,  lie  does 
not  seem  to  get  an\-  fatter.    In  those  cases  where  the 
appetite  is  voracious,  you  will  sometimes  get  a  history  that 
the  child  has  a  liking  for  some  quite  abnormal  things. 
You  may  find  that  he  has  been  eating  coal  and  cinders,  or 
has  been  going  to  the  wall  and  picking  off  pieces  of  plaster 
and  eatii^  them.   To  that  condition  of  abnormal  appetite 
the  term  'pica'  has  been  applied,  and  it  is  not  very  un- 
commonly met  with  among  children  who  suffer  from  this 
special  form  of  chronic  gastro-intestinal  catarrh.  When 
you  inquire  into  the  condition  of  the  bowels,  you  will  gener- 
ally be  told  that  there  is  constipation.    You  will  hear  that 
the  child  s  motions  occur  at  irregular,  and  sometimes  pro- 
longed, intervals ;  that  the  stools  consist  of  more  or  less 
hard  lumps,  siurounded  often  by  material  which  the  mother 
compares  with  white  jelly— that  is  to  say,  by  mucus.  Very 
commonly  you  will  get  a  history  that  the  chiH  is  troubled 
with  worms.    Less  fieqiunitly  there  will  be  a  tendency  to 
diarrhoea,  and  one  characteristic  of  such  diarrhoea  which 
you  will  f)ften  notice  is  that  it  tends  to  come  on  immediately 
after  the  taking  of  food.   The  mother  will  tell  you  that 
immediately  the  child  eats  a  meal  there  is  a  tendency  for 
the  bowels  to  act.   To  that  condition  the  term  'lienteric 
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diarrhcea  '  is  applied.   Proceeding  further  in  your  investi- 
gation (if  the  casiN  ymi  will  find  that  these  children  usually 
sleep  badl.N  at  night,  that  their  slumbers  are  restless  and 
disturbed  by  unpleasant  dreams,  and  there  may  be  even 
a  tendency  to  somnambulism.    Many  of  them  also  have 
nocturnal  incontinence  of  urine.    The  mother  Anil  fre- 
quently tell  you  also  tl  it  the  child  becomes  very  pale  at 
intervals  ;  she  will  say  that  he  goes  '  deathly  white  '  for  a 
few  minutes,  maybe  repeatedly  throughout  the  day.  These 
fits  of  pallor  are  a  little  difficult  to  explain.    Some  people 
attribute  them  to  colic.   Dr.  Angel  Money  has  dMcribed 
them  as  cases  of  '  vaso-motor  epilepsy,'  because  he  supposed 
they  were  due  to  spasmodic  discharges  from  the  vaso-motor 
centre  analogous  to  the  spasmodic  discharge  from  the  brain 
cortex  in  epilepsy.   I  need  hardly  say  that  that  is  a  purely 
hypothetical  explanation.   Certainly  they  are  associated 
with  vascular  alterations,  perhaps  spasm  in  small  arteries 
or  sudden  lowering  of  the  blood-pressure  ;  but  what  the 
exciting  cause  of  those  alterations  in  blood-jwessure  is  we 
do  not  know. 

When  you  come  to  inspect  the  child  for  yourself,  you 
will  usually  find  that  he  is  at  or  about  the  period  of  second 
dentition— the  majority  oi  the  cases  occur  in  children 
between  the  ages  of  five  and  eight.  The  child  usually  looks 
poorly  nourished  ;  the  complexion  is  pale,  and  frequently 
there  are  dark  rings  under  the  eyes.  On  examining  the 
tongue  j-ou  will  find  that  it  presents  certain  well-marked 
features.  As  a  rule,  it  is  covered  by  a  thin  fur,  through 
which  you  can  see  projecting  red  points,  which  are  the 
eidarg^  fungiform  papillae.  Or,  in  other  cases,  and  these 
perhaps  the  most  typical,  the  tongue  has  a  glazed  appear- 
ance, and  is  of  a  slightly  yellowish  or  fawn-coloured  tint, 
looking,  as  it  has  been  described,  as  if  it  had  been  Iwushed 
over  with  a  solution  of  gum.  In  ye+  a  third  group  you  Avill 
find  that  the  tongue  shows  peculiar  mapped-out  areas, 
curious  irregular  patches  where  the  epithelium  seems  to  be 
denuded,  whksh  have  been  fancifully  compared  to  the  con- 
til^ts  in  a  map  of  the  world  ;  hence  it  is  called  the  '  geo- 
graphical tongue.'  On  proceeding  to  examine  the  child 
further,  you  will  find  that  the  skin  is  dry  and  harsh.  Usually 
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you  cannot  inako  out  any  physical  signs  of  disease  in  any 
of  the  great  viscera  ;  the  heart,  lungs,  and  abdominal  organs 
appear  to  be  healthy.   But  when  you  come  to  inspect 
the  throat,  yon  will  almost  invariably  find  that  it  is  in  a 
more  or  less  unhealthy  condition,  that  there  is  chronic 
pharyngitis,  more  or  less  enlargement  of  the  tonsils,  and 
very  frequently  adenoids  in  the  naso-pharynx.    It  is  really 
to  the  unhealthy  conditi  >n  of  throat  that  the  cough  in 
these  cases  is  due,  and  inut  fact  1  cannot  too  strongly 
impress  upon  you.   The  majority  of  cases  of  cough  which 
are  brought  before  you  in  children  are  cases  of  throat- 
cough,  and  not  lung-cough  at  all.    When  you  examine  the 
urine  you  will  often  find  that  it  is  turbid,  owing  to  a  deposit 
of  urates.    Sometirnes  in  such  a  case  the  mother  will  de- 
scribe the  urine  as  being  '  milky  '  when  passed,  that  appear- 
ance being  (hie  to  pale  urates.    On  chemical  examination 
you  w  ill  often  find  that  it  contains  albumin,  probably  in 
many  cases  nucleo-albumin.    Such  t  hildren  make  up  a  large 
proportion  of  the  so-called  'cyclic  albuminurias.'  which 
are,  I  think,  better  termed  simply  functional  or  postural 
albuminuria— that  is  to  say,  cases  in  which  there  is  no 
o^anks  disease  of  the  kidney,  but  in  Mhich  albumin  or 
protein  appears  in  the  urine  at  particular  times  of  the  day, 
usually  after  the  child  has  got  out  of  bed  and  is  going  about. 
The  morning  urine  which  has  been  secreted  in  the  night 
is  usually  free  from  any  trace  of  albumin  at  all. 

Such  are  the  chief  symptoms  of  a  typical  case  of  this 
so-called  mucous  disease.    But  you  will  frequently  meet 
with  Cfts^  which  are  iK>t  so  typical  as  that,  but  in  which 
one  or  other  group  of  symptoms  tends  to  overshadow  the 
rest.    And  I  think  you  can  distinguish  several  such  special 
groups.    First,  you  can  distinguish  those  in  which  the 
constitutional  symptoms  predominate.  By  that  1  mean  that 
the  chief  symptom  is  the  wasting,  accompanied  by  mental 
depression  and  languor,  and  perhaps  by  some  degree  of 
mental  irritability.    Then  there  is  a  group  in  which  the 
stomach  symptoms  predominate.   The  chief  complaint  in 
those  cases  is  that  there  is  pain  after  food— a  pain  which 
you  will  frequently  have  difficulty  in  referring  to  the  .stomach 
or  ctdon,  bat  whicJi  waj  probaMy  haw  ita  seat  in  both, 
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owing  to  flatulent  distension  of  the  stomach  and  large 
bowel.  Otlwr  caiam  which  certainly  bdong  to  this  kind  of 
intestinal  disorder  Avill  be  brought  to  yon  sinii)ly  for  worms, 
and  I  want  to  impress  upon  you  at  this  point  that  you 
should  always  regard  worms  as  a  symptom,  and  not  as 
a  disease.  They  are  a  symptom  of  chronic  intestinal  catarrh , 
and  not  a  disease  in  themselves.  Other  cases  will  be  brought 
to  you  solely  with  the  complaint  of  lienteric  diarrhoea — 
that  is  to  say,  the  diarrhoea  is  so  ]n>ominent  a  symptom  as 
to  overshadow  all  the  rest.  And.  lastly,  you  will  have  cases 
brought  to  you  for  restless  and  disturbed  nights,  the  so- 
called  pavor  nocturnus.  or  night  terrors. 

We  will  pass  on  now  to  glance  at  the  pathology  of  this 
disease  so  far  as  we  know  it.    It  is  difficult  to  speak  at  all 
dogmatically  in  this  matter,  because  there  is  an  almost 
complete  absence  of  post-mortem  evidence  in  regard  to  it. 
It  is  not  a  fatal  disease  ;  it  leads  to  much  ill-health,  and  it 
predisposes  the  child  to  suffer  from  more  serious  disorders, 
such  as  tuberculosis,  but  it  is  not  in  itself  inimical  to  life, 
and  thtis  there  is  no  opportunity  for  investigating  its 
morbid  anatomy.    Dr.  F.ustace  Smith  has  a  very  neat 
theory  to  explain  all  the  symptoms  detailed  above.  He 
says  that  mucous  disease  is  due  to  an  over-secretion  of 
cucus  throughout  the  whole  alimentary  canal  ;  that  the 
excess  of  mucus  produces  in  the  stomach  sluggish  and 
painful  digestion  ;  in  the  intestine  it  wraps  round  the  in- 
testinal contents,  the  coiueqi^ice  of  which  is  that  the 
digestive  juices  get  imperfect  access  to  the  food,  and  hence 
absorption  is  interfered  with,  and  as  a  result  the  child 
wastes.   Moreover,  the  scybalous  masses  in  the  large 
intestine  get  coated  over  with  mucus,  so  that  the  wall  of 
the  gut  gets  no  purchase  over  them  to  squeeze  them  along, 
but  glides  over  the  masses  ;  hence  the  frequency  of  con- 
stipation.  In  addition,  the  mucus  Im-ras  a  good  nidus  for 
the  worms  to  live  and  feed  and  lay  eggs  in.    One  might  go 
further,  and  say  that  in  the  cases  in  which  there  is  albumin 
in  the  urine  it  is  very  often  a  nucleo-albumin,  and  that  this 
b  due  to  analc^ous  over-secretion  from  the  cells  lining  the 
urinary  passages.    And  one  might  also  point  to  the  throat, 
and  say  that  there,  too,  one  finds  chronic  catarrh  and  the 
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production  of  an  erwsive  quantity  of  mucus.  Hiw 

theory,  then,  as  you  will  i^oe,  is  very  ni'at  and  inppiuous, 
and  it  does  explain  fairly  satisfactorily  most,  at  least, 
of  the  symptoms.    But  it  is  one  which  it  is  very  difficult 
to  be  sure  about.   In  those  cases  in  which  you  get  tb© 
pa  sage  of  masses  of  mucus  from  the  Itowc.  there  is  a 
coasiderable  amount  of  evidence  in  support  of  it.    But  this 
(loes  not  always  occur,  and  the  real  importance  of  the 
theory  is  that  the  treat nu-nt  which  is  based  upon  it  is  cer- 
tainly justitie<l  by  its  resiUts.    Tliat  treatment  I  shall 
describe  to  you  immediately.    '  icre  are  many  who  do  not 
accept  the  mucus  theory,  but       consider  that  these  cases 
are  more  obscure  than  any  s    ..  explanation  as  that  would 
lead  you  to  believe.    They  think  one  is  here  dealing  with 
a  disorder  of  jnetabolism— a  defective  power  of  assimilation 
which  they  compare  to  the  gouty  condition  in  grown-uj) 
people.    They  say — and  especially   French  authors — that 
those  children  have  the  'arthritic  diatlu  whatever 
exactly  that  may  mean.  There  are  physicians  in  this  country 
who  also  maintain  that  view,  and  believe  that  these  cases 
are  due  in  some  way,  not  completely  understood,  to  an  im- 
perfect elaboration  of  protein  material,  which  leads  to  the 
production  of  an  excess  of  uric  acid,  pretty  much  as  you 
know  takes  place  in  gout.    Between  these  two  theories  T 
shall  not  attempt  to  decide,  because,  as  I  have  said,  there 
is  no  definite  ground  to  go  upon  in  the  argument.   I  want 
further  lo  point  out  to  you  that  whatever  the  true  theory 
of  the  mode  of  production  of  the  symptoms  is,  there  can  bo 
no  doubt  whatever  about  one  frequent  exciting  cause  of  the 
disorder,  and  that  is  a  matter  which  it  is  of  more  importance 
for  you  to  know.    Tt  is  the  excessive  consumption  of  sugar. 
That  is  so  common  and  so  well  recognized  a  cause  of  this 
disease  that  you  might  almost  call  it  the  dyspepsia  of  sweet- 
eating  children.    You  will  rememb^  that  cane-sugar  is 
eminently  a  producer  of  mucous  secretion.    If  jou  take 
cane-sugar  into  the  mouth  anil  suck  it,  the  mouth  becomes 
sticky,  not  merely  from  the  presence  of  the  sugar,  but  from 
the  secretion  of  a  viscid  mucus  by  the  salivary  glands.  So 
that  this  fact  would  also  fit  in  quite  well  with  Dr.  Eustace 
.Smith's  theory. 
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We  loino  now  to  the  diagltOlilof  ehronic  gastro-intestinal 
catarrh.  I  have  said  that  these  cases  will  come  before 
you  with  gnat  liequeaty,  and  there  is  one  condition  which 
you  are  particularly  apt  to  mistake  them  for,  and  that  is 

tuberculosis  in  some  form.  One  reason  for  this  is  that  the 
cliild  is  so  often  brought  for  cough  and  wasting,  a  combina- 
tion of  symptoms  which  in  a  grown-up  person  you  are  apt 
to  associate  with  the  presence  of  pulmonary  tuberculosis. 
But  I  would  ask  yon  to  remember  once  and  for  all  that 
puhnonar}-  phthisis  is  a  rare  disease  in  children.  Tuber- 
culosis at  this  age  does  not  tend  to  take  the  pulmonary 
form.  If  you  are  in  doubt  whether  you  are  dealing  with  a 
case  of  latent  tubereuhjsis  somewhere,  I  advise  you  to  give 
heed  to  the  temperature  ;  make  a  point  of  taking  it  night 
and  morning  for  a  few  days.  Dyspeptic-  cast  s  are  not 
accompanied  by  fever,  or,  at  all  events,  the  fever  is  not 
continuous.  There  may  be  transitory  attacks  of  fever  during 
the  exacerbations  of  the  condition,  but  these  only  last  a 
short  time,  whereas  oases  of  tubercr'osis,  no  matter  where 
situated,  tend  to  be  accompanied  y  nocturnal  rises  of 
temperature,  which  persist  for  several  weeks. 

Finally  we  arrive  at  treatment.  V  you  set  about  this 
in  the  l  ight  wav,  I  think  I  can  pronv\,e  you  very  satisfactory 
results. "  But  if  you  are  not  familiar  with  these  cases,  you 
will  find  them  verv  troublesome  and  chronfc,  and  difficult 
to  cure.  Seeing  that  I  have  Just  mentioned  that  the 
excessive  consumption  of  carbohydrate  food,  particularly 
sugar,  is  undoubtedh  one  of  the  chief  exciting  causes  of 
this  form  of  dyspepsia,  the  main  line  of  treatment  must  be 
dietetic.  The  first  thing  to  do  is  to  attend  to  the  food. 
The  sheet  I  have  put  into  your  hands  aescribes  to  you  the 
chief  lines  upon  which  the  diet  for  such  cases  diould proceed. 

Directions  fok  Diet  in  Chronic  Dyspepsia. 

No  food  luust  bo  tiikeu  between  the  regular  meate. 

So  sugar  or  sweets  of  luiy  sort  are  to  be  eaten. 

'Hie  child  must  not  eat :  New  bread,  potatoes,  peaa  or  beam, 
turnips  or  carrots,  pickles,  pastry,  jam,  syrup  or  treacle,  or  cakes. 

The  diet  should  chiefly  consist  of :  Stale  bread  or  dry  toast,  with 
butter  or  dripping,  bacon,  eggs,  fish,  meat,  milk,  P^"^"^ t,*™^ 
(exeei>t  eonSour,  arrowroot,  or  sago),  and  green  vegetabto  to  small 
qaaauty. 
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You  will  sec  that  if  ciuisists  t-Mscnl ially  in  llu'  limitation 
of  rurboliydnitt's,  and  in  the  ulnioMt  t«»tal  prohibition  of 
sugar.   If  you  wilt  keep  that  Inroad  principle  before  your 
minds,  you  will  have  no  difficulty  in  adjustiiiji  tlx-  details. 
Next  to  a  ciiange  of  diet  1  put  in  onler  of  iniiMirtaiice 
change  ol  air.    Repeatedly  one  ha8  seen  caim  which  were 
hanging  fire  aiul  not  doing  well  get  better  right  aw  ay  w  lu  n 
tlu'v  wm'  s(>nt  to  a  convah'sct'nt  home  at  tlu'  soasidr.  That 
is  probably  to  be  explained  on  the  grounds  which  I  have 
already  mentioned,  that  many  of  these  cases  are  due  to  a 
lack  of  physical  exercise  and  confinement  to  school  for  long 
hours,  anil  to  unhealthy  homes.    Next  we  come  to  consider 
the  question  of  drugs.    You  will  find  that  the  drugs  chiefly 
of  use  at  the  outset  of  the  case  are  alkalies  and  aperients. 
I  lliink  a|»ericnfs  are  iiseful  no  matter  what  the  state  of  the 
bowels — whether  there  is  constipation  or  not — and  it  is  a 
good  routine  plan  to  begin  by  using  them .   The  us^ulness  of 
those  remedies  may  also  be  accounted  for  on  the  excessive- 
prodiiction-of-muciis  theory.    According  to  the  holders  of 
that  theory,  one  should  administer  alkalies  because  they 
are  an  admirable  solvent  of  mucus..  And  one  administers 
apei  ients  to  ^^et  rid  of  the  mucus  w  Inch  has  been  so  dissolved. 
VVhether  the  explanation  is  right  or  not,  at  all  events  you 
will  get  great  success  from  the  adoption  of  this  line  of  treat- 
ment.   I  use  some  such  prescription  as  this  :  Pot.  bicarb., 
pot.  (  it.,  aa  ograins  ;  tiiict.  tmcis  vom..  1  minim  .compound 
infusion  of  gentian,  2  drachms,  given  with  a  little  water  a 
quarter  of  an  hour  before  the  meals.    The  action  of  each  in- 
gredient of  this  prescription  is  believed  to  be  this  :  The  l)icar- 
bonate  of  potash  dissolves  the  mucus.    The  citrate  is  given 
laigely  because  these  children  t«nd  so  often  to  have  thick 
urine  and  the  passage  of  urates.    The  iiux  vomica  is  given 
to  increase  appetite,  which  is  usually  bad.    The  gentian 
is  given  for  the  same  reason,  and  also  because  it  has  a 
mild  astrii^ent  action  on  the  mucous  membrane  of  the 
stomach.    In  cases  in  which  nervous  symptoms  predomi- 
nate bromide  of  potash  should  be  added  to  the  prescription. 

The  aperients  I  like  to  begin  with  consist  of  rhubarb 
and  Mieicury  in  the  f(dlowing  combination :  Rhubarb 
powder,  8  grains  ;  bicarbonate  of  soda,  10  grains ;  gray 
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powder,  1  to  2g»ins.  luconling  to  the  chUd't  age.  This 

.;b')ul(l  begiren  every  iiinlit,  or  in  a  milder  ease  ••very  other 
night.  Rhubarb  i»  «elettetl  because  it  has  iH»t  only  an 
aperient  aetion.  but  it  ha«  an  antrii^nt  after-action,  and 

a  tonie  effect  upon  the  flabby  iniicoun  membrane.  One 
adds  bicar!>i)nate  of  so<hi  for  the  same  reason  as  in  the  oilier 
mixture  ;  and  numy  cases  are  undoubtedly  greatly  bene- 
fited by  mercury  in  some  form  or  another,  probably  because 
mercury  seem."-  to  have  a  peetdiar  specific  iiifiuence  in 
diminishing  catarrh  of  tlie  alinu  ntary  c  anal.    After  a  course 
of  such  treatment  for  a  fortnight  or  so,  you  will  probably 
find  a  striking  degree  of  improvement  ;  the  (  hilds  appetite 
will  have  returned  ;  he  will  begin  to  gain  flesh  ;  lie  will  no 
longer  sutler  from  restless  jiights,  and  you  will  have  reached 
a  atoge  at  which  you  can  b^in  the  admistration  of  tonioB, 
which  must  include  iron  in  some  form  or  other.    A  very 
good  form  is  the  wine  of  iron,  given  with  an  aperient  in  the 
tOrm  oi  aloes*   I  want  particularly  to  impreM  upon  you 
that  you  should  defer  the  administration  of  thesi-  tonics, 
particularly  iron,  until  you  have  got  the  tongue  clean  and 
the  stonmch  in  a  healthy  condition.    There  is  no  commoner 
mistake  than  to  treat  thewj  cases  at  once  with  cod-liver  oil 
and  Parrish's  food  as  soon  as  they  are  seen.    The  doctor  is 
apt  to  order  them  iron  to  make  them  strong  and  cotl-liver 
oil  to  make  them  fat  ;  and  such  treatment,  if  begun  too 
early,  does  harm  instead  of  good.    It  is  a  good  rule  in 
medicine  not  to  begin  the  administration  of  iron  until  the 
stomach  is  in  a  healthy  conditi;)n,  because  iron  is  almost 
alwaA's  an  irritant  to  the  stomach,  and  it  is  not  absorbed 
and  made  use  of  until  the  alimentary  canal  is  brought  into 
a  condition  somewhat  approaching  that  of  health.  On 
the  other  hand,  malt  extract  is  undoubtedly  of  use  some- 
times in  promoting  the  assimilation   of   starch  foods. 
Although  that  should  be  your  geticral  line  of  treatment, 
you  will  find  that  special  symptoms  in  particular  cases  may 
call  for  special  remedies.   Many  patients,  for  iiwtance,  are 
troubled  with  gastric  pain  or  colic,  w  liicli  may  bec.vtremely 
obstinate,  and  sometimes  the  only  thing  to  which  it  will 
yield  is  opium.   The  best  form  in  which  to  give  it  is  Dover's 
•  Vinam  ferri,  3L ;  decoct,  aloes  eo.,  3L  or  3u.— after  each  meal. 
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povvcL  r,  a.ul  2  o,  :»  grains  ouuht  to  lu-  'J 
have  Ibutcnc  diunho^a  U.  .luU  w.th  ^^^J^*^^ 
thina  to  do  i8  t<.  give  simU  doiw  of  opmm  before  meate- 
SvpH  •i^u.un.s  of  tl,..  fnutur..  ..f  opium  may  be  enough- 
i.  s  w  'h  to  <  o.nbine  with  thai  a  drop  of  Fow  er's  «>l«- 

:1 a  Uttlc  n«x  vomica.  h« 
about  bv  perfetabi- in  the  upper  part  of  th..  l.o«<  1  " 
tcUve  ^Mdto,.  ..asilv  .x.it..l  roHexly.  «o  timt  ^vIh-u  food  w 
i  into  th.  .tomach,  ^^^^^^^^ 

Inr^the  only  thing  vvluch  will  allay  that  and  prevent  the 
I'hcel  sL«ldLdachebeapromi«ent«ymptoma«^ 
Ta^t  to  be  I  m-ommend  you  to  pay  partu  ular  att.-.»  .on 
t  t  Irf.^ction  of  tho  eve.;.  You  will  oftc-n  llnd  tlw  t  there 
is  a  slight  error  of  refraction,  astigmatism,  or  l.yperme  ropia 
and  if  you  correct  that  by  «e«m  of  .mtable  ^Pectaole  the 
headache  disappears  at  ou.  e.    The  -"f .  J  ^^^^^^^ 
c-ommon  in  tlu-so  children,  may  necessitate  local  treatment 
directed  to  the  thr..at  ;  you  may  require  to  me  nasal 
Se«      washing  out  of  the  back  of  the  throat  w.th  an 
fSt^'andTntis^puc  solution.    But  in  -ny  -7^- 
vou  have  to  pnx  eed  sooner  or  later  to  the  removal  of  the 
Cils  Ind  perhaps  abo  of  adencad..   But  the  relat.o..  of 
lrndd"l>  the«e  ca«»  I  shaU  diseuBS  more  f uUy  m  another 

^iTve  already  n.entioned  that  chfldren  who 
thi»  form  of  indigestion  are  very  prone  to  have  worn,  and 
1  may  co.idude  what  I  have  to  say  to-day  by  a  bnef  d.s- 
cuaaion  of  this  complicatit)n. 

INTESTINAL  WORMS. 

There  are  three  varieties  of  worms  which  may  inhabit  the 
ali^teJrcanal  of  children.  There  ar.>  the  tape-worm, 
^r^IvZ,  and  the  thread-worm.  O..  rare  occasu^ns 
o  forms  are  met  with,  but  for  Pr-tKal  purpos^hese 
are  the  only  worms  we  need  discuss  as  affecting  children  in 
this  country. 
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TAri-W<mais. 

Two  vi'.riftieH  of  tape-worm  are  found  in  children.  These 
lire  flu'  Ti'  tiin  rurioneriita  and  the  Tienia  medturanellatn. 
The  tii-Ht  {>i'  tlwuv  in  much  rarer  than  the  second,  and  Ih,  in 
fact,  not  very  well  known.  It  is  a  oomparatiTely  akort  tape- 
worm, ami  its  presom-e  is  recognized  h\  thr  pawsagc  of  Hmall 
uvul  HegmentM.  Both  the  caHeH  1  have  hitherto  met  with 
were  in  infantit  at  the  breatit,  ap  i«i  iMual  with  this  worm  ; 
this  extraordinary  point  in  the  distribution  of  Tmnia 
rncH.iit'rina  riattiially  causos  difticidty  in  diagnosis,  y-^- 
mt;  ask,  Ht>w  in  the  world  does  a  child  nursed  at  the  I  -r.'.-.- 
get  a  tape-worm  ?  It  Appears  that  tiiis  particular  Wi  t  •  i^- 
always  acquired  from  cats,  and  in  every  case  it  is  found  <tt 
the  Hulfere^  has  been  in  close  asHociation  with  one  of  these 
animals. 

Tienia  nudiocanellata  is  the  common  tape-worm  with 
which  you  are  all  familiar,  l)oth  in  children  and  in  adults. 
It  seldom  occurs  in  young  cliildren,  but  is  frequent  at  and 
after  the  second  dentition. 

C'hildrcn  are  often  brought  by  their  mothers  for  advice 
with  regard  to  worms.  Various  symptoms  are  supposed  to 
be  caused  by  their  presence,  such  as  wasting  in  spite  of  good 
appetite,  abdominal  pain,  and  so  on.  Let  me  say  at  once 
that,  except  possibly  ir.  the  case  of  th  '»ad  worms,  I  know  of 
no  symptom  that  points  definitely  tt  3  presence  of  worms. 
Tb»  ordy  method  by  which  you  can  .ijgjaoM  exirtence 
of  worms  in  the  alimentaiy  •  aj.al  is  by  actually  seeing 
s^pnents  or  entire  individual    the  faeces. 

Treatment  of  Tape-Worms. 

This  is  not  such  an  easy  matter  as  one  might  suppose. 
You  will  (tften  foil  to  get  away  the  whole  yrotm,  koA  this  n 
in  many  cases  because  the  condition  is  not  taken  sorioUBly 
enough,  and  treatment  is  half-hearted. 

The  patient  should  remain  at  least  twenty-four  hours  in 
bed,  and  for  some  hours  before  the  anthelmintic  is  given, 
and  until  the  worm  is  passed  no  solid  food  at  all  must  be 
allowed.    Begin  in  the  eveni/ig  by  giving  a  purge  so  as  to 

11 
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clear  the  alimentary  canal  as  much  as  possible  and  thus 
expose  the  worm  to  the  direct  action  of  drugs.  A  l^Mdme 
of  castor  oil,  or  of  liquorice  powder,  or  of  calomel  should  be 
administered  ;  it  does  not  very  much  matter  which,  pro- 
vided the  dose  is  a  suffioiwit  oi». 

Of  the  antlielmintics  none  surpasses  male  fern,  which,  on 
account  of  its  nausec.us  taste,  is  best  given  in  capsule  m 
15-grain  doses  every  quarter  of  an  hour  for  four  doses  A 
child  of  the  age  at  which  tape-worm  is  connnon  wdl  staml 
such  a  dose  quite  well :  children,  in  fact,  bear  ail  aperients 
well  in  comparison  with  adults.  Having  given  four  such 
capsules  it  is  best  to  wait  for  an  hour  or  so,  and  then  to  give 
another  purge  to  clear  out  the  worm.  As  a  qu.ckly-acting 
aperient  is  wanted,  an  effervescing  saline,  followed  by  a  hot 

drini  ,  is  useful.  * 
It  is  very  important  to  attend  to  details  m  tlie  passage  of 
the  resulting  motion.  It  should  be  passed  into  warm  water 
to  diminish  the  risk  of  breaking  the  worm.  There  should  be 
a  sheet  of  black  crSpe  on  the  bottom  of  the  vessel,  which 
assists  the  search  for  the  head  of  the  worm  :  this  can  often 
with  a  little  practice,  be  recognized  by  the  naked  eye.  It 
is  only  when  the  worm  is  completely  evacuated  and  the 
head  seen  that  one  can  be  sure  of  success .  . 

If  the  treatment  fails  it  is  not  advisable  to  repeat  it  until 
after  an  interval  to  aUow  of  growth.  As  a  rule  this  takes 
about  two  months.  The  essentials  are  rest,  starvation, 
purgation,  full  doses  of  an  anthelmintic,  and  care  m  the  way 
in  which  the  worm  is  received  when  passed. 

About  the  treatment  of  Tcenia  mcumerina  I  cannot  tell 
vou  much.  Pfersonallv  I  should  be  rather  afraid  of  giving 
male  fern  to  a  little  baby  :  1  should  prefer  calomel,  and 
perhaps  small  doses  of  santonin  as  well.  Both  the  cas^ 
to  which  I  have  referred  had  calomel  only,  and  soon  ceased 
to  pass  segments,  though  I  had  not  the  opportumty  of 
AeMTchii^  for  the  head. 


Round-Worms. 


As  in  the  case  of  the  tape-worms,  there  are  no  Hy^aptomB 
chaijaeteristic  of  this  worm,  tl»  Amtm  i«»it6r«0Hfe«.  Thwre 


THE  DYSPEPSIAS  OF  THE  SECOND  DENTITION  163 

is,  however,  no  doubt  that  it  may  cause  reflex  nervous  dis- 
turbances of  various  kinds.  I  have  myself  seen  cases  <rf 
conyulsk>ns  which  ceased  after  the  passage  of  a  round- 
worm. These  worms  are  probably  derived  from  certain 
kinds  of  food,  particularly  raw  vegetables,  such  as  salads. 
I  once  had  to  do  with  a  family  of  strict  v^etarians,  in  which 
the  father,  mother,  and  both  children  were  suffering  from 
round-worms,  and  I  do  not  doubt  that  it  was  from  their 
vegetables  that  they  had  contracted  the  parasites.  With 
a  view  to  prevention  it  is  well  to  see  that  anyone  who 
has  had  a  round-worm  should  avoid  such  foods,  or  at  least 
take  the  most  careful  precautions  about  washing  and  cleaning 
them. 

The  round-^^orm  is  the  only  kind  of  common  worm  to 
which  any  danger  attaches.  The  danger  arises  from  this 
reason,  that  they  are  always  prone  to  wander.  When  the 
worm  wanders  upwards  into  the  stomach,  it  is  generally 
promptly  vomited  ;  but  it  may  obtain  entrance  into  the 
larynx  and  cause  suffocation,  or  into  a  bronchus  and  set  up 
bronchiectasis.  If  a  child  passes  a  round-wonn  it  should 
be  at  once  put  through  a  course  of  treatment,  for  these 
animals  often  hunt  in  couples.  Fortunately  round-worms 
are  more  easily  got  rid  of  than  tape-worms. 

Santonin  is  the  best  remedy,  for  it  is  effective  and  safe  ; 
amongst  numerous  other  anthelmintics,  thymol  has  been  a 
good  deal  used.  Santonin  should  be  exhibited  as  a  powder 
in  this  combination  : 

Santonin  . .  •  •  •  •      •  i 

Calomel  . .  . .  . .  >  •  "  P-t 

Sugar     ..  ..  ..  •• 

Give  one  such  dose  for  everj'  year  of  the  child's  i^e  every 
night  for  three  or  four  nights.  So  much,  then,  fwr  round- 
worms :  their  treatment  is  simple,  and  when  once  the  worm 
is  seen  there  is  no  anxiety  as  to  any  of  it  having  been  left 
behind. 

TanAii-WcaaBi. 

The  third  and  commonest  variety  of  worm  that  attacks 
children  is  the  Oxyuris  vermiev^rig.  It  is  very  important 
to  reaUce  that  thread-woraut  are  not  a  disease  in  thm- 
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selves,  but  a  symptom  of  an  unhealthy  state  of  the  large 
bowel  I  doubt  very  much  whether  a  thread-worm  can 
exist  in  a  bowel  that  is  healthy.  The  sort  of  condition 
required  is  one  of  catarrh  associated  with  tlie  presence  of 
mucus  It  is  in  the  folds  of  the  swoUen  mucous  membrane 
that  the  worms  lodge,  ami  to  be  successful  in  treatment  this 
condition  must  be  remedied.  ^ 

Another  difficulty  is  that  the  patient,  if  a  child,  is  con- 
stantlv  reinfecting  himself.  Further,  the  ova  are  often 
deposited  in  the  vermiform  appendix,  which  forms  a 
regular  bree.ling-place  for  oxyuris.  When  once  one  1ms 
seen  such  an  appendix  fuU  of  young  worms,  it  can  be 
reftlixed  how  difficult  it  is  to  stop  the  constant  reinfection. 

•Hifc  brings  us  to  the  svmptoms  caused  by  thread-worms. 
There  are  certain  purely  local  etitects,  such  as  irritation, 
scratching,  and  so  on.  Beyond  these,  it  is  quite  possible 
that  ineoatinence  is  sometimes  due  to  ^^o^ms,  but  there  is 
much  less  grouiul  for  the  belief  common  amongst  mothers 
that  picking  at  the  nose  is  evidence  of  them.  As  regards 
pallor,  abdominal  pain,  wasting,  headache,  and  other  vague 
symptoms,  1  am  convinced  that  these  are  really  due  to  the 
state  of  ill-health  which  permits  the  worms  to  flourish,  and 
which  I  described  in  the  earUer  part  of  this  lecture. 

To  ^t  rid  of  the  worms  it  is  necessary  to  deal  with  this 
underlviiig  condition  by  the  methods  detailed  above. 

Some  authorities  recommend  santonin  by  the  mouth  for 
thread-worms.  I  am  not  at  all  sure  that  it  has  any  anthel- 
mintic effect  on  them,  anil  if  you  adopt  the  methods  I  have 
indicated  there  will  be  no  need  to  use  it. 

To  deal  with  the  worms  locally,  various  injections  have 
been  proposed.  Infusion  of  quassia  is  an  old-fashioned  pre- 
scription, and  a  verv  good  one  :  solution  of  common  salt,  m 
the  proportion  of  an  ounce  to  the  pint,  is  another  ;  and 
infusion  of  garlic  is  sometimes  very  effective.  These  may 
be  safely  used  every  night  for  a  time.  The  f<.llowing  may 
be  injected  every  other  night  for  three  iloses  with  good 
results  : 

Oil  of  turpcntino  . .  .  •  •  •  •  • 

Santonin  •  •  •  •  •  •  I"!-"* 

Starch  mucilage  ..  ••  3vi. 
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There  are  two  different  systems  of  giving  an  injection  for 
these  worms.  Some  physicians  advise  a  large  injection  so 
as  to  reach  as  far  up  the  bowel  as  possible.  Others  prefer 
a  small  one  that  it  may  be  retained  as  long  as  possibte.  My 
own  feeling  is  in  favour  of  small  injections,  which  have  the 
advantage  that  they  cause  mucli  less  discomfort,  as  the 
process  is  one  which  is  frequently  repeated  ;  this  is  an 
important  point  when  dealing  with  young  children. 

The  injection  should  be  given  warm,  and  quite  slowly, 
through  a  funnel.  The  pelvis  of  the  patient  should  be 
r.iised.  An  injection  of  6  ounces  when  given  thus  may  in  a 
child  reach  the  transverse  colon  1)\  reversed  peristalsis. 
This  small  quantity  is  safer  and  less  likely  to  be  painful  than 
the  larger  doses  ;  in  addition,  it  is  far  less  likely  to  damage 
the  intestine,  whose  wall  is  thinner  and  m<MPe  easily  ruptured 
than  is  often  thought . 

A  small  portion  of  ung.  hydrarg.  inserted  into  the  rectum 
every  night  for  a  few  nights  is  also  a  very  useful  local 
remedy. 

It  is  well  to  order  a  little  weak  white  precipitate  or  nitrate 
of  mercury  ointment  for  local  application,  to  relieve  itching 
and  to  prevent  wandering  of  the  worms. 

I  will  only  repeat  that  local  measures  are  less  important 
than  attention  to  the  state  of  the  intestine,  for  if  the  worms 
are  only  killed  off  locally  they  will  certainly  come  back,  a 
process  which  has  been  known  to  continue  for  years. 

If  I  have  mentioned  to  you  but  a  few  lines  of  treatment 
it  is  because  I  believe  that  if  they  are  thoroughly  carried 
out  satisfactory  results  will  always  be  obtained. 


LEC5TURE  XIV 


RHEUMATISM  IN  OBIIiDHOOD 

Gentlemen— I  wish  to  bring  before  you  in  this  lecture  the 
subject  of  rheumatwm  as  it  manifests  itself  in  early  life. 
Now,  there  are  few  diseases  commoner  than  rheumr  tism  in 
one  or  other  of  its  many  forms  in  childhood,  and  one  may  say 
alKO  that  there  are  few  more  serious,  or  in  relation  to  which 
your  responsibility  is  greater  ;  for  rheumatism,  you  will 
remember,  in  early  life  is  often  the  parent  of  cardiac  disease 
in  later  Mfe,  and  many  people  suffer  from  disease  of  the  heart 
for  a  large  part  of  their  adult  existence  because  they  had 
an  attack  of  rheumatism  which  was  overlooked  by  the 
medical  at.endant  in  their  childhood.    That  is  why  I  want 
to  impress  upon  you  your  responsibility  in  relation  to  this 
disease.   It  is  a  condition  which,  if  prop«ply  teeated,  may 
be  cut  short,  and.  if  cut  short,  many  consequences  which 
would  otherwise  blight  the  life  and  activity  of  the  subject 
of  it  may  be  prevented. 

By  rheumatism  in  children  I  mean  something  quit(> 
specific  and  definite.  You  know  that  the  term  in  relation 
to  adults  is  one  which  is  used  in  a  very  vague  sense.  One 
talks  of  'chronic  rheumatism'  of  a  joint,  for  imtateic, 
without  having  any  very  clear  idea  before  one's  mind  of  the 
exact  pathnlosicaf  state  of  that  joint.  Nov^  in  the  case  of 
children  one  does  not  talk  in  that  loose  way.  One  means 
by  rheumatism  mn  sento  ipeeifle  diwaM.  which  is  almost 
certainly  duo  to  a  specific  micro-organism.  Indeed,  T 
think  ti>c  modern  view  that  acute  rheumatism  is  due  to  a 
micro-organism  receives  strong  support  from  the  stttdy  of 
the  disease  in  childhood.  All  micro-orgamsnal  disea-es, 
all  acute  specific  fevers,  as  you  know,  tend  to  be  commoner 
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in  early  life,  and  the  great  frequency  of  rheumatism  in 
childhood  is  an  a  priori  argument  in  favour  of  the  view  that 
it  also  is  due  to  a  specific  micro-organiBm.   Most  people 
have  now  come  round  to  th*.t  opinion,  and  they  regard 
rheumatism  as  a  morbid  entity,  as  definite  and  precise  in 
its  pathology  as  typhoid  fever  or  diphtheria.   Now,  though 
rheumatism  may  certainly  be  ,-egarded  nowadays  as  bemg 
doe  to  a  specific  organism,  you  require  for  its  production 
not  merelv  the  organism,  but  a  iMiitably  prepared  soil. 
Clinical  observation  shows  that  all  children  are  not  equaUy 
subject  to  attacks  of  rheumatism.   There  are  few  diseases, 
indeed,  in  which  heredity  plays  a  more  defimte  part  You 
constantly  find,  when  you  inquire  into  the  family  hi.  ,ory  of 
children  who  are  suffering  from  one  or  other  manifestation 
of  acute  rheuniati^.n..  that  other  members  of  the-  ^mihes 
have  been  .iniilarly  affected  ;  and  I  think  you  can  recognize 
when  you  meet  them  children  who  are  so  predisposed  by 
heredity.   I  have  often  pointed  out  to  some  of  you  in  the 
wards  and  in  the  out-patient  room  the  typical  rheumatac 
chUd,  from  whose  facies  you  can  say  that  he  is  prone  to 
become  the  subject  of  this  disease.   These  children  are 
usuallv  past  the  second  dentition,  f.^r  young  children  rarely 
suffer 'from  rheumatism.    They  are  dark  rather  than  fair  ; 
their  hair  is  dark,  the  eyes  are  dark,  and  they  have  long, 
dark  eyelashes.   At  the  same  time,  they  have  a  peculiarly 
white  skin  and  a  very  good  complexion  ;  they  have  a  clear, 
^■luish-white  sclerotic,  and  they  have  often  very  well- 
formed,  massive  teeth  and  particularly  large,  square  central 
upper  incisors.   They  also  exhibit  very  constantly  what 
is  termed  a  neurotic  temperament— that  is  to  say,  more 
than  other  children  tnoy  arc  subject  to  minor  nervous 
disorders.   I  think  yoa  wiU  find  Itan  Advantage  to  have 
such  a  pfcture  of  the  typical  rheumatic  child  before  you. 
It  has  occurred  to  me  several  times  by  recognizing  t. 
characters  to  suspect  rheumatism,  or  to  be  Bp^ciaWy  ,f  .  ^ 
lookout  for  it,  or  to  be  able  t..  say  of  a  particular  child  that 
he  would  easily  become  the  subject  of  rheumatism,  and 
so  to  advise  the  taking  of  special  precautions  against 

infection.  ,        .        .  _ 

K«w.  unfOTtunatdiy.  we  do  i»fc  faiow  how  those  cbUdrc^ 
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become  infected.   We  do  not  know  definitely  the  path  by 

which  the  rhtMimatic  organism  gains  access  to  the  hody. 
We  are  uimble  to  trace  it  as  we  can  trace,  for  instance,  the 
path  of  the  tubercle  l^ioillus.   But  I  think  there  is  at  least 
a  reasotmble  amount  of  evidence  to  show  that  infection 
takes  place  in  perhaps  the  majority  of  cases  thro\.^h  the 
tliroat.    Now,  unhealthy  throats  are  so  common  in  children 
that  one  need  never  be  surprised  that  the  local  resistance 
there  is  lowered  ;  and  I  believe  that  a  great  many  diseases 
coukl  be  prevented — anil  among  tliem  rheumatism — by  a 
greater  attention  to  the  state  of  children's  throats.   I  shaH 
have  occasion,  however,  when  I  come  to  talk  of  adenoids 
in  infancy  and  in  childhood,  to  speak  a  little  more  fully 
upon  this  subject.    The  organism,  having  gained  access 
by  the  throat  or  by  some  other  route  of  which  we  are 
ignorant,  tends  to  manifest  itself  in  certain  tissues  in 
children  more  than  in  others,  and  in  particular  the  fibrous 
tissues  and  membranes  are  subject  to  its  attack  ;  I  nean 
such  membranes  as  the  valves  of  the  heart,  the  tendom, 
the  sheaths  of  muscles  and  the  fibrous  aponeuroses.  These 
are  the  tissues  which  are  most  vulnerable,  it  would  appear, 
to  the  attacks  of  the  rheumatic  bacillus.   Now,  in  this 
respect  rheumatism,  as  it  shows  itself  in  children,  differs 
considerably  from  the  same  disease  as  you  see  it  in  grown-up 
people,  and  it  is  much  to  be  regretted  that  the  ordinary 
text-book  description  of  rheumatism  is  drawn  from  a  study 
of  the  disease  as  it  occurs  in  adults.    Rheumatism  ought 
to  be  described  as  it  occurs  in  children,  because  it  is  in 
children  that  you  see  it  in  by  far  its  most  virulent  mani- 
festation.    No  one  who  has  seen  much  of  the  disea.se  in 
chilarcj)  will  fail  to  recognize  that  the  joint  manifestations 
are  often  very  trivial  or  altogether  absent,  so  that,  had  it 
been  studied  primarily  in  children,  it  would  never  have 
been  called  acute  articular  rheumatism,  which  is  the  name 
usually  given  to  it  in  text-books.    That  title  is  correct  as 
regards  grown-up  people — in  them  the  joint  manifestations 
dominate  the  whole  picture — but  in  children  it  is  not  so. 
In  them  rheumatism  may  invade  the  body,  and  almost  pass 
over  the  joints  altogether  ;  or,  at  all  events,  the  joint 
affection  may  be  so  trivial  and  transitory  that  it  majr  be 
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completely  overlooked.    On  the  other  hand,  it  is  an  un- 
fortunate fact  that  it  is  the  valves  of  the  heart  more,  perhaps, 
than  any  other  part  which  tend  to  be  the  chief  point  of 
attack  of  the  rheumatic  poison  in  children,  and  for  that 
reason  the  disease  assumes  in  them  a  degree  of  danger 
and  importance  which  is  wanting  in  the  case  of  the  adult. 
Not  only  is  the  joint  affection  often  exceedingly  trivial  in 
children,  hut  you  will  r.tten  find  that  the  degree  of  fever 
is  extremely  slight.    Children  suffering  from  acute  rheu- 
matism may  have  a  rise  of  temperature  amounting  to  only 
one  or  two  degeem,  and  they  hardly  ever  exhibit  that 
dangerous  rise  of  temperature  ^\hich  is  spoken  of  as  rheu- 
matic hyperpyrexia.    For  some  reason,  the  whole  febrile 
side  of  the  disease  is  much  less  niarked  in  the  young. 
Indeed,  some  people  go  the  length  of  saying  that  it  would  be 
more  true  to  describe  the  endocarditis  as  the  essential  pn-  ♦ 
of  acute  rheumatism  in  children,  and  the  joint  inanittsta- 
tions  a»  mere  comput  ations,  and  that  it  is  quite  wrong  to 
assume  the  attitude  which  one  is  apt  to  do.  and  speak  of  the 
joint  lesion  as  the  essential  thing  and  the  endocarditis  as 
the  complication.    The  next  point  I  want  to  emphasize  is 
that  the  manifestations  of  rheumatism  in  early  life  are  far 
more  protean  than  in  grown-up  people     There  are  all  sorts 
of  forms  of  rheumatism  in  children  which  you  may  be  apt 
to  think  are  not  rheumatic  at  all  unless  the  fact  is  first 
pointed  out  to  you.    One  ma  "  jlassifv  the  chief  mani- 
festations of  the  disease  as  follows  :  First,  articular  inflam- 
mation, the  ordinary  synovitis  of  joints  ;  secondly,  muscular 
or  fascial  rheumatism  ;  thirdly,  rheumatic  nodules  ;  fourthly, 
endocarditis,  myocamitis,  and  pericarditis  ;  fifthly,  erythe- 
matous  eruptions   of   various   sorts  ;    sixthly,   chorea  ; 
seventhly,  pleurisy  ;  and,  lastly,  tonsillitis.   I  have  not 
mentioned  these  rheumatic  manifestations  in  the  order  of 
their  importance.    If  one  had  done  this,  one  would  have 
placed  the  heart  manifestations  first.    I  have  merely  put 
them  in  series  to  show  you  how  varied  are  the  forms  assumed 
by  rheumatism  in  early  life.   Now,  these  different  mani- 
festations of  the  disease  may  coexist,  or  they  may  succeed 
each  other  in  any  order.    Given  a  child  predisposed  to 
rheumatism,  he  may  show  at  or  time  a  few  articular  pains. 
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These  paim  may  pa««  off,  and  a  few  month«  later  the  cluld 
mav  hL  a  little  musc  ular  and  fascial  rheumatism  H.,me- 
whL:  later  on.  perhaps,  he  gets  an  attack  of Jmroa. 
and  that  may  be  implicated  by  an  eruption  of  rheumatic 
^aleB  and'by  some  inflammation  of  tl.o  pcr.ardn.m  ; 
Tthe  chil.l  mav  have  repeated  attacks  of  tons.lUt.s,  and 
occasionallv  fugitive  erythematous  eruptions  or  even,  per- 
haps, an  anack  of  pleurisy  ;  and  in  that  way  all  these  events 
mav  be  spread  out  over  c-hildhood,  one  occurnng  at  one  tune 
ami  one  at  anoth.-r.  hut  all  being  simply  cUfferent  n»an - 
testations  of  the  one  poison-namely,  that  of  acute  rheu- 


""f  nl-  want  to  look  bri.-fly  with  you  at  each  of  these 
members  of  the  rhcunuitic  series.  ,      ,  ^      ♦  K««. 

The  ioint  pains  I  have  already  referred  to.   I  have 
pointed  out  that  they  are  often  so  slight  as  to  be  over- 
lo,,kecl.    Bvit  if  you  watch  your  cases  of  rheumatisin  ca^- 
f ullv  vou  will  usually  find  some  involvement  of  he  joint 
at  least  at  one  or  other  period  of  the  illne.ss.   It  is  vers 
tre  for  a  case  to  run  anything  like  a  prolonged  course 
without  there  being  at  any  rate  some  articular  ^^-2er  Z 
but  its  degree  maN   be  extremely  slight.   Further,  the 
^mltion  of  th;  joints  is  not  so  intense  m  ,ts  1.^ 
manifestations  as  in  the  gnnvn-up  person;  there  is  much 
swelling  and  heat,  hardly  ever  any  redness,  and  there 
is  comparatively  little  pain.  i,i...,.rvp^ 
The  muscular  and  fascial  rheumatism  of  chddhood  deserve  s 
vour  special  attention,  not  because  it  is  of  >f  P«rtanc-e  in 
tself  but  because  it  should  act  to  you  as  a  danger-signal. 


itseil,  oui  ufciiu.-,c-  IV  .^...^^..v.   ^ 

The  pains  of  miiscular  and  fascial  rheumatism  arc 
monir  called,  in  the  nur.scry.   'g'-"^^  ^^  P'*^^"^-  ^^^^l 
Gentlemen  is  a  phrase  which  has  crippled  a  great  many 
lea  ts    Mothers^nd  nurses  are  apt  to  regard  growing 
paL  as  something  physiological,  something  to  be  expected 
fn  urowth     I  nccl  hardly  say  to  you  that  that  is  an  abso- 
uttlv  mistaken  view.    Tho.se  so-called  growing  pains  are 
•nl!ie  great  majority  of  cases,  nothing  -re  tha»  the  h^^^^^^^ 
manifestations  of  rheumatism  ni  the  muscles  and  fast la, 
they  are  neglected  and  the  child  '^"owed  tojo 
a1  out  with  them,  he  may  very  easily  sb^  into  eado 
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carditis.    A  ^reat  ninny  caseH  of  heart  diBeaHe  come  before 
you  in  later  life  in  which  you  can  obtain  no  definite  history 
of  rheumatwm  in  chiltlhoi)d,  and  many  of  these,  no  doubt, 
are  cases  in  which  th«'re  have  been  these  fugitive  muscular 
pains,  which  have  been  ho  trivial  that  no  notice  has  l)cen 
taken  of  them  until  the  heart  has  become  serionsly  damaged. 
These  pains  are  particularly  apt  to  affect  certain  parts  of 
the  body.    I  think  you  will  find  that  the  tendons  of  the 
hamstring  muscles  are  more   onunonly  involved  than  any 
other  part,  and  that  may  lead  you  into  errors  of  diagnosis. 
For  instance,  you  may  think  tin-    you  have  to  do  with  a 
case  of  spastic  paraplegia  because  the  child  walks  on  his 
t,H"s,  with  the  knees  slightly  bent,  in  order  to  spare  the 
tendons ;  or  you  may  suspect  some  bone  trouble  or  some 
affection  of  the  knee-joint. 

The  appearance  of  nodules,  the  tliird  manifestation  I 
have  mentioned,  is  almost  peculiar  to  early  life.   I  think 
1  have  only  twice  seen  rher.matic  nodides  in  grown-up 
people,  whereas  in  children  they  are  of  extreme  frequency. 
Probably  main  «)f  vou  are  familiar  with  the  appearance 
<rf  these  nodtttes  ;  they  are  little  things,  varying  in  siz.- 
from  a  pin's  head  to  the  size  of  a  pea  or  bean.    They  tend 
to  occur  under  the  skin  where  the  bones  come  near  the 
surface.   Thus  you  find  them  over  the  olecranon  and  the 
patella,  or  on  tiie  spines  of  the  vertebrpc,  dov  n  the  centre 
of  the  back.  You  may  discover  them  also  forming  a  festoon 
around  the  edge  of  the  scapula,  or  dotted  along  the  occipital 
suture  at  the  back  of  the  skuU.   You  ma>  also  sometimes 
find  them  over  the  tendons.    Presently  I  shall  show  you 
b\-  means  of  lantern  slides  some  nodules  in  one  or  two  of 
these  situat ions .    But  I  want  to  impress  upon  you  that  they 
require  to  be  carefully  looked  for.   They  are  often  more 
easily  felt  than  seen,  and  they  are  apt  to  escape  your  obser- 
vation.   They  are  characterized  by  being  perfectly  pain- 
less, which  may  surprise  you,  and  by  being  extremely 
mobile.    When  ^ ou  cut  into  them  you  find  they  .-onsist 
of  little  nodules 'of  fibrous  tissue,  the  fibres  being  arranged 
concenliicalh  round  a  core  of  fibrin.   Those  nodules  are 
not  in  themselves  of  any  importance  whatever  ;  it  does  not 
matter  if  there  are  little  fibrous  lumps  under  the  skin  here 
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and  there  :  but,  like  thme  rheomatk  paiim  which  we  hare 

been  conHulcrin^,  tlu-v  art-  of  the  gri'atost  importancr  as 
(iHnjjor-Hinnals,  hriausf  ihev  tt*n<l  to  go  along  with  tlu' 
heart  complicatioiw,  with  endocarditiH  and  ptTit-arditih, 
and  if  you  iind  riMtinifttio  Rodfile«  ooming  out  you  may  be 
fairly  certain  that  then-  is  progrcssivr  heart  niiH(  hi»'f  going 
on.  Dr.  Cheadle  naid  that  when  thcMC  nodulen  become 
really  large  they  are  practically  eqttiTatont  to  a  sentence 
of  death.  beeauHc  their  HigniUcance  as  regards  the  state  of 
the  heart  is  so  seriods.  You  may  compare  them,  if  you 
like,  to  the  vegetationn  whicli  form  on  the  edge  of  the  valve 
in  the  heart.  Just  as  in  ei^ocarditis  of  the  mitral  ■  ilye 
vegetations  fcmn  along  its  etlge,  ho  in  the  ease  of  no(hdes 
there  are  analogous  fibrous  deposits  under  the  skin;  but 
in  the  one  ease  you  speak  of  a  vegetation  and  in  the  other 
ease  you  speak  of  a  nodule.  Pathologically  they  are  verj' 
murh  the  same  thing  in  the  two  eases.  In  the  case  of  the 
nodules  you  may  say  they  are  vegetations  which  you  can 
see  and  feel,  while  you  may  call  the  vegetations  on  the 
valves  of  the  heart  nodules  if  you  like. 

The  fourth  group  of  manifestations  are  tliose  which  occur 
in  the  heart.  These,  I  iwed  hardly  say,  are  the  most 
important  jS.  It  is  because  their  results  are  inca^ble 
of  being  entirely  compensated  for- — befa'.ise  a  valve  once 
attacked  is  damaged  irretrievably — that  these  forms  of 
rheumatic  manifestation  are  so  serious.  The  commonest 
of  them  is  endocarditis  associated  with  pericarditis,  and 
you  may  take  it  that  in  the  majority  of  children  who  suffer 
from  rheumatic  heart  affection  these  go  together.  You 
may  not  always  be  able  to  recognize  iiericarditis,  but  there 
m  usually  some  degree  of  it  present  if  there  is  endocarditis  ; 
and  probably  the  converse  is  also  true.  You  know  that 
of  recent  yp«rs  great  attention  has  been  paid  in  the  path- 
ology of  the  heart  to  the  my<K'ar(liuni.  and  to  the  study  of 
the  changes  which  it  undergoes  in  disease.  Now.  a  study 
of  the  myocardium  in  acute  rheumatism  shows  that  it 
also  is  apt  to  be  the  seat  of  damage.  You  find  small-cell 
infiltration  bet w ten  the  muscle-fibres;  you  find  degenera- 
tion of  the  latter,  and  you  find  later  a  development  of 
fibrous  patches. 
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It  »  bec»u»e  of  these  three  thingH  tending  to  wi  ur  more 
nr  U'HH  together— •  mlmardUiH.  pericanlitiH,  and  myocar- 
ilitw— thai  Home  people  prefer  to  »peak  of  the  heart  affec- 
tion of  rhettiMtbm  as  gimply  '  etriittl.*  meaning  an  in- 
flammation of  the  litiirt  in  all  its  parts  ;  and  that  is  what 
you  liave  to  deal  with  in  the  majority  of  canes  But  all 
the  valveH  of  the  heart  are  not  equally  suhjc«t  to  attack  in 
rheumatism.  You  may  take  it  that  in  mo»t  eases  the 
lesion  whit  li  results  from  rheumatic  heart  affection  in  early 
life  is  mitral  steuosis  ;  and  in  the  majority  of  cases  also 
that  Is  associated  with  more  or  less  adheston  <rf  the  pwri- 
cardium.  C-rtaiidy  in  fatal  .  ases  these  are  the  two  changes 
whicli  you  tind  almost  constantly  :  vegetations  along  the 
edge  of  the  mitral  valve,  and  more  or  less  adhesion  and  fluid 
in  the  pericardium.  Many  children  will  escape  those  rheu- 
matic manifestations  as  far  as  they  atfect  the  heart  ;  and 
it  will  depend  to  some  extent  upon  you  how  many  of  your 
patents  so  escape,  because  the  better  you  are  at  detecting 
rheumatism  the  more  easily  \()u  recognize  its  trivial  mani- 
festations, such  as  growing  pains,  and  the  more  seriously 
and  energetically  you  treat  them  the  less  will  be  the  ten- 
denoy  ft»  th»  hnat  to  be  affected  ;  and  by  so  doing  you 
will  prevent  a  great  deal  of  subsequent  cardiac  disease  in 
later  life. 

In  the  majority  of  oases  yoa  iriU  find  that  tiie  first  attack 

of  rheumatism  does  tuA  p«Pniane..tlv  damage  the  heart. 
It  is  only  after  the  second  or  third  ;  tack  that  ihe  heart 
becomes  the  seat  of  lasting  disease.  It  is  true  that  in  the 
first  attack  ycm  may  hear  a  whiffing  systolic  murmur  at 
the  apex,  and  you  may  therefore  conclude  that  you  have 
to  do  with  damage  of  the  mitral  valve,  which  will  go  on  to 
mitral  stenosis  or  incompetence ;  and  it  is  perfectly  tnw 
that  in  such  a  case  you  may  have  to  do  with  permanent 
damage  of  the  valve.  Yet  there  is  no  doubt  that  in  many 
cases  the  murmur  disappears  entirely  later  on,  and  the 
heart  becomes,  so  far  as  you  can  tell  by  examination,  per- 
fectly healthy  once  more.  But  if  there  is  a  repetition  of  the 
attack  for  a  second  or  «.  third  time  the  damage  to  the  heart 
is  almost  certain  to  become  permanent. 
I  now  pass  oa  to  considar  trytiWWri»  as  a  sign  fA  rheu- 
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matism.  An  erytlu'ina  is,  as  you  know,  a  rvd  iTuptioii 
which  appears  like  a  blusli  over  part  of  the  skin,  accom- 
panied by  more  or  less  local  heat,  and  which  fades  away 
again  in  a  short  time  ;  and  there  are  some  particular  forms 
of  erythema  which  are  almost  peculiar  to  rheumatism. 
One  of  tiiem  is  erythema  noilosum  ;  1  think  everyone 
will  admit  that  it  is  related  to  rheumatism.  It  consists  of 
an  eruption  of  spots,  slightly  elevated,  and  usually  more  or 
less  round  or  oval,  which  tend  to  appear  particularly  on 
tile  lower  extremities,  over  the  shins  or  calves,  and  arc 
slighth-  tender.  The  skin  over  them  is  glazed,  and  they 
are  often  accompanied  by  a  local  inflanimatiou  of  the  ankle- 
joint.  Sometimes  there  is  a  ha?morrhagic  tendency  in 
these  cases,  so  that  you  get  not  merely  erythematous 
patches,  but  actual  haemorrhages  into  the  skin,  and  to  that 
form  the  term  pdio-^'iK  rheiniKil 'ra  is  aj)plie(l.  Then  you 
may  get  large  extensive  areas  of  erythema  over  the  trunk, 
a  condition  which  is  often  spoken  of  as  erythema  tnarginaium. 
You  will  find  that  it  tenils  to  occur  in  circular  jMitches  w  ith 
crescentic  outlines.  It  may  involve  almost  che  whole  body 
at  one  time,  and  ma.>  be,  and  not  uncommonly  is,  accom- 
panied by  rheumatic  manifestations  in  the  heart. 

Of  chorea  I  do  not  intend  to  speak  in  detail.  It  is  a 
disease  which  you  have  plenty  of  opportunity  of  seeing  in 
the  wards,  and  it  is  hardly  necessary  for  me  to  take  up 
your  time  with  a  description  of  it.  I  shall  only  say  that 
as  regards  its  relati<ui  to  rheumatism  most  people  believe 
that  in  about  75  per  cent,  of  the  cases  of  chorea  there  is  an 
undoubted  rheumatic  association.  Some  people  say  it  is 
invariably  rheumatic,  because  yoti  miist  remember  that 
chorea  is  only  one  event  in  the  series.  It  may  be  the  tirst 
event,  and  if  you  follow  the  course  of  that  child  out  you 
may  easily  find  that  later  on  he  develops  so-called  growing 
pains,  or  juiiit  iiitl.Uiiiriui ion.  or  eiitlocardiiiS.  Picurisy 
also  1  do  not  require  particularly  to  describe,  because  we 
shall  come  to  it  in  another  lecture  ;  but  it  is  not  a  common 
manifestation  of  rheumatism,  and  when  it  is  rheumatic  in 
its  origin  it  is  jjrobably  usually  of  the  nature  of  a  dry 
pleurisy,  or  one  witiioui  much  effusion.  Secijig  that  the 
pleura  is  of  the  nature  of  a  leixge  fibrous  membrane,  one 
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would  expert  it  to  be  more  tommouly  attacked  by  the 
rheumatic  virus  than  it  is.  But  it  is  not  nearly  so  suscep- 
tible as  many  other  fibrous  membranss.   The  reason  for 

that  I  do  not  know. 

Tonsillitis  in  its  relation  to  rheumatism  is  a  subject 
about  which  it  is  very  difficult  to  speak  definitely,  because 
I  do  not  think  one  can  say  that  there  is  any  given  type  of 
inflammation  of  the  tonsil  of  whieli  you  can  assert,  simply 
by  looking  at  it,  that  it  is  rheumatic  in  origin.    On  the 
other  hand,  no  doubt,  if  you  go  into  the  history  of  children 
who  have  suffered  from  other  manifestations  of  rheumatism 
you  \\ill  often  get  a  report  of  repeated  sore  throats.  It 
may  be  tluit  these  are  simply  chUdren  with  unhealthy 
throats,  thai>  there  is  foUicular  tonsiUitis.  and  that  the 
rheumatic  pt.ison  gets  access  to  a  throat  previously  diseased. 
In  purely  rheumatic  cases  1  think  you  will  find  that  the 
inflammation  is  not  confined  to  the  tonsils,  but  tends  to 
spread  lo  the  soft  palate,  and  that  it  particularly  tends  to 
involve  the  tendons  of  the  muscles,  the  tensor  palati,  and 
the  levator  palati,  ami  to  produce  pain  in  upward  and  down- 
ward movement.    At  all  events,  one  expet  ts,  here  as  else- 
where, to  get  the  fibrous  tissues  involved  rather  than 
adenoid  tissue,  -vhicli  is,  as  you  know,  the  main  constituent 
of  the  tonsil. 

No  matter  which  one  of  those  manifestations  has  ai)peared, 
after  it  has  lasted  for  even  a  comparatively  short  time  you 
will  find  that  the  child  gets  into  a  cachectic  state— what 
one  may  call  the  rheamatio  eaeh«da.  It  is  recognized 
largely  by  aiuemia.  The  rheumatic  poison  tends  more 
even  "than  most  toxins  to  destroy  the  red  blood  corpuscles  ; 
and  if  \t)u  trouble  to  examine  the  blood  of  a  child  during 
an  attack  of  eiuha-arditis  or  pericarditis  you  will  find  a 
great  loss  of  blood  corpuscles  in  a  short  time  ,  in  a  few 
days  their  number  may  tlrop  by  a  million.  One  has  some- 
times been  able  to  recognize  the  development  of  cotnplica 
tions  iTi  an  attack  of  rheumatism  by  the  sudden  pallor 
which  the  ansemia  produces.  Constantly,  when  going 
round  the  vvarils,  if  you  have  a  child  who  is  suffering  from 
a  slight  rheumatic  affection  with  fever,  you  will  be  able  to 
tell  a  perfcarditis  has  developed  from  the  sudden  increase 
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in  the  pallor  of  the  face.  The  fresh  outbreak  of  the  rheu- 
matic poison  seenis  to  produce  a  fresh  destruction  of  blood. 

Lastly,  we  shall  consider  what  the  treatment  of  rhen- 
matiam  should  be.  I  need  hardly  say  you  should  do  all 
you  can  to  prevent  the  disease  developing  in  those  chililren 
who  are  predisposed  to  it  by  heredity  and  by  their  diathesis. 
I  say  that  because,  although  rheumatism  is  certainly  due 
to  a  mitro-orgaiusm,  there  can  be  no  doubt  that  si'ch  agents 
as  chill  have  something  to  do  with  its  production,  probably 
acting  by  diminishing  the  resistance  of  the  tissues  for  the 
time  being.  See,  theicfore,  that  these  children  are  propeiiy 
protected  from  cold,  'liat  they  are  suitably  clothed,  and 
that  in  particular  they  are  not  allowed  to  get  wet  feet  and 
sit  in  school  in  damp  boots,  which  is,  I  believe,  a  very 
common  cause  o!  rheumatism  in  childhood.  Be  careful 
of  the  rheumatic  child  also  in  the  matter  of  bathing.  Over 
and  over  again  one  has  known  rheumatism  develop  after 
sea-bathing,  ami  after  the  injudicious  use  of  cold  baths. 
Cold  baths  are  very  excellent  things,  but  you  must  not 
make  a  fetish  of  them  ;  and  many  cases  of  rheumatism  in 
eu'ly  life  are  set  up  by  the  tendency  to  '  haiiien  '  the  child 
by  makino;  him  take  a  cold  bath  in  the  morning.  The  next 
point  in  the  prevention  of  rheumatism  is  that  you  must 
take  all  the  niinor  manifestat'ons  of  the  disease  seriously. 
You  have  to  insist  upon  the  child  going  to  bed  at  the  first 
sign  of  the  ilis(  ase,  no  matter  how  slight  and  trivial  it  may 
seem  to  bt .  You  may  be  inclined  to  think  that  a  little 
aching  in  one  joint  or  a  little  rheumatic  sti£Fnes8  about  the 
muscles  of  the  nerk  or  the  back  is  not  worth  paying  serious 
attention  to,  but  i?  you  know  the  child  to  be  predisposed 
to  rheumatism  you  must  ii\sist  upon  his  being  kept  in  bed. 
If  that  were  done  r^ularly  I  am  certain  that  a  great  <teal 
of  serious  cardiac  disease  in  l.ili  r  life  woidd  be  proventetl. 

In  regard  to  the  treatrient  .>f  rheumatism  when  it  is 
actually  developed,  your  chief  care  must  be  to  protect  the 
heart.  The  rheumatic  pains  are  inconvenient  and  uncora* 
fortable.  and  so  is  pyrexia,  but  they  are  not  in  themselves 
dangerous  ;  whereas  the  least  degree  of  endocarditis  or 
pericarditis  involtnes  a  swiotu  liA,  Further,  thanks  to 
mlioylateB,  you  have  tte  jtnnt  affections  muter  your  con- 
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trol.  It  is  unfortunate  that  salicylateu  seem  liardly  to 
touch  the  cardiac  manifestations  ;  in  fact,  some  people 
think  their  introduction  lias  increased  the  amount  of  cardiac 
disease  rather  than  diminished  it  by  enabling  the  subjects 
of  rheumatism  to  get  up  and  go  about  sooner  than  they 
would  have  been  allowed  to  do  in  the  old  days.  When  the 
pains  arc  over,  you  arc  apt  to  think  that  tlic  disease  is  over, 
and  to  overlook  the  fact  that  there  is  a  slight  endocarditis 
going  on.  which,  if  it  becomes  established,  ends  in  per- 
manent lainage  to  the  valves.  So  that  what  one  has  to 
preach  about  the  treatment  of  rlicumatism  is  the  necessity 
of  rest.  One  would  scmietimes  like  to  put  these  cases  in 
double  long  splints  and  keep  them  on  their  backs  for  six 
months  !  I  am  sorry  to  say  tliat  of  necessity  in  such  a 
hospital  as  this  one  has  to  set  a  bad  example  in  this  matter, 
for  we  cannot  keep  these  cases  in  long  enough  ;  but  you 
have  to  impress  upon  the  parents  that  they  absolutely 
must  allow  prolonged  rest  so  as  to  prevent  the  heart  becom- 
ing permanently  damaged  later  on.  If  you  insist  upon 
prolonged  and  absolute  rest,  and  at  the  same  time  use 
salicjlatcs  and  iodides  for  the  local  affection,  applying 
blisters  ovei-  the  heart  when  there  are  signs  of  pericarditis, 
you  will  do  a  great  deal  to  prevent  \-our  jjatients  becoming 
permanently  <-rippled,  and  you  will  consequently  diminish 
the  amount  cardiac  disease  which  one  sees  in  grown-up 
persons. 
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LECTURE  XV 

THE  RESPIRATORY  XflSMES  OF  CBSUDKBS 

GENTLEMEN,-ln  this  lec  ture  we  eome  to  the  consideration 
of  the  respiratory  diseases  of  chUdhood.  Of  course.  1  need 
ha  dly  re-i-l  you  that  this  is  a  lar.e  suhjeet,  and  so  m 
deahn^  with  it  it  will  be  well  for  us  to  eoucentrate  our 
atl'utTon  ehiefly  upon  those  'diseases  of  the  rest.ira  ory 
system  which  are  commonest  in  early  hfe,  or  P^"^-  ■  J^jl' 
and  for  the  rest,  to  glance  simply  at  those  points  m  which 
the 'reTpiratory  diseases  of  children  differ  f-m  the  same 
affections  as  exhibited  in  growB-up  persons.  And  m  takmg 
course  I  must  run  the  risk  of  sometimes  appearmg 

"^^:rt  :;m;r;:n;  the  first  plac.  of  certain  pecu^ 
Usritief  <A  the  mpiratory  organs  in  children  to  ^hich  t 
SSr^d  vour  attention  i..  the  first  lecture.    You  remember 
trpecuiiar  shape  of  the  infant's  chest,  how  it  is  cnrcular 
InstcLl  of  being  oval,  as  it  is  in  the  adult  one  resuM -^^^^^^ 
is  that  the  child's  lungs  can  only  expand  easil.Mn  «  vertical 
direction,  and  not  nearly  so  much  from  side  to  side  as  do 
the  lungs  of  adults.    It  is,  perhaps,  in  consequence  of  this 
that  coUapse  of  the  lower  lobes  of  the  lungs  in  children  is 
apt  to  be  rather  common.    1  would  remind  you  also  of 
certain  changes  in  shape  which  the  chest  may  undergo  m 
I  l^quence^of  disease.   These  chang^  are  rendered  pos.^^^ 
bv  the  fact  that  the  wall  of  the  child's  .  best  is  soft  and  its 
^utila-n^s  ^■iclding.  the  result  of  which  is  that  they  get 
driven  in  easily  under  ordinary  atmospheric^  P"^^"? 
there  are  abnormal  conditions  present  u.lhelungs.  Txvould 

emind  you  of  the  rickety-shaped  chest .    You  -dl  re^em'S 
that  a  falling  in  takes  place  at  each  side  along  the  line  of 

178 


THE  KKSl'IK  V  l<»l!V  lUsKASES  OF  CHILDREN  170 

attachment  of  the  ribs  to  the  cartilages  ;  and  I  woul(t  ^ain 
direct  your  attration  to  the  pigeon  brwwt,  which  you  must 
distinguish  from  the  rickety  chest,  and  in  which  the  chest 
wall  comes  to  a  peak  or  kccI,  as  it  were,  in  front.  That 
condition  is  commonest  in  diseases  in  which  there  has  been 
a  great  strain  thrown  upon  the  chest  for  a  long  time,  and 
in  which  there  has  been  some  consolidation  of  the  lower 
lobes  of  the  lungs,  particularly,  perhaps,  after  whooping- 
cough.  There  is  a  third  type  of  chest  which  you  should 
be  familiar  with,  and  that  is  the  adenoid  chest,  which  occurs 
in  older  cliildren.  Its  chief  pecidiarity  is  a  sinking  in  of 
the  xiphisternum  and  lo\\er  costal  cartilages.  Later  1  shall 
show  you  illustrations  of  it  with  the  aid  of  the  lantern. 
Then  there  are  certain  peculiarities  of  the  i)h\ siolorry  of 
respiration  in  children.  There  is  the  great  ease  with  which 
respiration  in  children  becomes  irregular,  and  in  which  the 
rhythm  becomes  altered  on  the  advent  of  any  acute  disease, 
-v\itli  the  appearance  of  the  inverted  rhythm  which  I 
described  to  you  before.  I  would  remind  you  also  that  the 
breath-sounds  are  extremely  harsh,  that  puerile  breathing 
is  the  normal,  and  that  on  account  of  the  great  conductivity 
of  the  child's  chest  \ ou  may  get  accompaniments  produced 
on  the  one  side  heard  on  the  other  side,  and  in  consequence 
of  which  the  breath-sounds  are  apt  to  penetrate  to  the 
surface  of  the  chest,  even  although  there  may  be  a  layer 
of  fluid  of  some  thickness  between  the  lung  and  the  end 
of  the  stethoscope.  All  these  points  should  be  borne  in 
mind  when  you  are  studying  rwpiratory  disease  in  young 
children. 

DISEASES  OF  THE  LAIU  NX. 

We  will  now  look  at  the  respiratory  diseases  in  detail, 
and  I  shall  begin  with  the  diseases  of  the  larynx,  because  in 
yovmg  infants  they  are  very  important  and  often  very  fatal. 
You  will  meet  in  practice  with  a  group  of  cases,  usually  in 
children  between  the  ages  of  one  and  five,  in  which  the 
most  striking  symptom  is  striduloui  or  *  croupy '  breathing. 
These  cases  are  much  commoner  than  you  might  suppose 
from  your  observation  here,  for  but  few  of  them  find  their 
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way  to  hospitals.  You  will  find,  too,  that  mmt  of  these 
cases  are  spoken  of  by  parents  an  '  croup.'  Tliat,  gfiitlcmoii. 
is  a  very  bad  term,  and  one  which  I  would  advise  you  to 
avoid  the  use  of  as  far  as  you  can.  Few  terras  in  medical 
nomenclattsre  have  been  the  cause  of  greater  confusion  in 
teaching  and  reading  than  this  word  'croup.'  for  it  has 
been  used  without  discrimination  by  different  w liters  to 
designate  totally  different  diseases.  What  T  wish  you  to 
grasp  quite  clearly  is  that  croupy  breathinj;  means  simply 
larynt^eal  obstruction,  and  that  such  obstruction  may  be 
due  to  one  of  two  distinct  pathological  pnwesses  : 

1.  To  mere  catarrh,  with  or  without  transient  exacer- 
bations of  the  obstruction  from  muscidar  spasm. 

2.  To  membranous  exudation  in  the  larynx,  which  i.s 
practically  always  diphtheritic. 

We  shall  devote  our  attention  chietiy  to  cases  of  the  first 
ffroup,  for  you  have  opportunity  of  becoming  familiar  with 
diphtheria  elsewhere. 

One  can  di.stinguish  two  varieties  in  the  eatarrhal  eues* 
which,  however,  arc  by  no  means  sharply  marke<1  off  from 
each  other.  These  are  (1)  mild  cases  of  laryngeal  catarrh, 
in  which  there  occur  temporary  exacerbations  of  the  ob- 
struction from  muscular  spasm  ;  (2)  more  severe  cases,  in 
which  the  swelling  of  the  laryngeal  mucous  membran«'  is 
sufficient  to  oppose  a  more  or  less  permanent  obstacle  to  the 
entrance  of  air. 

It  will  be  convenient  to  have  separate  names  for  fhcsc 
groups,  and  sf).  following  Goodhcart.  we  may  speak  of  the 
former  as  cases  of  catarrhal  laryngeal  spasm,  and  reserve  for 
the  more  severe  cases  the  term  catarrhal  laryngitis. 

The  history  of  a  case  of  catarrhal  larynge-'  spasm  is 
usually  this  :  A  child  of  about  three  years  old  has  a  slight 
cold,  and,  perhaps,  a  rather  metallic  cough.  He  goes  to 
bed,  however,  as  usual,  without  much  being  thought  of  it. 
He  falls  asleep,  but  an  hour  or  two  later  wakes  up  in  an 
attack  of  dyspnoea,  accompanied  by  crowing  inspiration, 
and  in  a  state  of  considerable  fnght.  These  symptoms  last 
for  from  a  half  to  three  hours,  when  tlu  y  subside  almost 
as  quickly  as  they  began,  and  the  child  falls  asleep  again. 
Next  day  there  is  probably  still  some  metallic  cough,  and 
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the  proupy  attacks  are  apt  to  recur  for  two  or  tfcree  n^hts. 

Siu  li  a  case  is  jjrobably  never  fatal.  Catarrhal  laryngitis 
also  l>i<;iiis  with  a  cold,  but  the  eroupy  breathing  and 
dyspnoea  steatlily  incnahe,  and  there  are  no  inteimissioiiB 
as  in  the  milder  variety  of  the  disease.  At  the  same  time 
there  may  be  a  eonsiderable  defi;ree  of  fever.  Sueh  a  ease 
will  probably  last  for  a  week  or  longer,  and  you  muHt  alho 
remember  that  laryngeal  catMrrh  may  occur  at  the  outset 
of  other  inflammatory  diseases,  such  as  measles,  or,  as  in  a 
case  we  had  in  the  ward  recently,  pneumonia  ;  and  you 
must  take  care  not  to  overlook  the  signs  of  these  if  they 
are  present.  You  should  always  look  upon  laryngitis  in 
children  seriously.  It  is  by  no  means  uncommonly  fatal, 
and  I  have  had  the  misfortune  to  see  two  canes  die  on  the 
tal)le  whilst  tracheotomy  was  being  performed. 

We  come  now  to  the  important  matter  of  diagnoi^. 
Catarrhal  laryngeal  spasm  is  usually  easy  to  recognize. 
In  most  of  your  cases  there  will  be  a  history  of  previous 
attacks,  and  the  sudden  onset  in  the  middle  of  the  night 
is  very  characteristic.  Catarrhal  laryngitis  in  its  severe 
forms  is  much  more  difficult  to  be  sure  of.  Such  cases  will 
often  cause  you  great  anxiety  at  the  outset,  for  you  may 
have  great  difficulty  in  excluding  laryngeal  diphttmia. 
I  believe,  indeed,  that  the  diagnosis  between  the  two  may 
sometimes  be  impossible,  for  the  signs  of  obstruction  are 
the  same  whether  it  be  due  to  mere  swelling  of  the  mucous 
membrane  or  to  membranous  exudation,  and  there  is 
nothing  defuiite  in  the  general  symptoms  to  guide  you. 
The  only  conclusive  test  would  be  a  laryngoscopic  examina- 
tion, which  it  is,  of  course,  almost  impossible  to  perform. 
The  chief  points  to  be  attended  to,  however,  are  these  : 

1.  The  more  rapidly  the  symptoms  set  in,  the  more 
likelj'  it  is  that  you  are  dealing  with  simple  and  not  mem- 
brajious  inflammation.  As  Trousseau  has  said,  'simple 
laryngitis  makes  a  great  fracas,  but  diphtheria  insidiously 
instals  itself.' 

2.  The  voice  is  more  apt  to  be  lost  in  diphtheria  than  in 

laryngitis,  and  the  cough  to  be  Ics.s,  for  the  numbranc 
protects  the  mucous  surface  from  irritation.  Diphtheria, 
in  short,  is  the  more  silent  disease  of  the  two. 


182         LECTURES  ON  DISEASES  OF  CHILDREN 

a.  The  conntittttional  (list urban  f,  but  not  \\\v  tcmpt  ra- 
ture,  Is  iisujill.v  ^n-atrr  iu  diplitb'-.ia,  and  tin-  child  lookn 
more  ill;  but  this,  of  curst',  is  an  indiiation  whiih  it 
requires  some  experience  to  appreciate. 

Knliirjii  iiiont  <»f  the  glands  in  the  neck  is  of  duuhtfid 
vahic,  for  idllioii^li  that  (iccurs  in  diphtheria,  yet  children 
wiio  arc  most  predisposcil  to  laryngitis  from  an  unhealthy 
condition  of  the  throat  are  apt  to  have  it  too.  This  prac  - 
tical rule  you  will  do  well  to  lay  to  heart  :  //  ///  'loiiht  regard 
the  am  an  one  of  diphtheria,  and  treat  it  accordingly. 

Let  us  pass  now  to  tTMtiiMBt.   In  dealing  with  a  case 
of  catarrhal  laryngeal  Hpasm  you  have  to  consider  (I)  what 
y»)ii  should  do  when  summoned  during  an  attack;  and 
(2)  what  steps  you  are  to  take  in  order  to  prevent  recurrence. 
When  confrontefl  with  a  case  of  catarrhal  laryngeal 
spasm  you  will  remember  that,  no  mattt-r  how  alaniiing 
the  syniptoms  may  appear,  such  cases  are  never  fatal,  and 
so  you  will  keej)  calm  and  endeavour  to  allay  the  natural 
anxiety  of  the  friends.    Yf)ur  next  step  should  be  to  ad- 
minister an  (MHcfic.    You  will  find  powdered  ipecacuanha 
the  best  for  your  purpose.    Give  a  lU-grain  dose  and  repeat 
it  in  a  quarter  of  an  hour  if  iwcewary.   Ipecacuanha  wine 
is  often  recommended,  but  it  is  a  much  less  trus  worthy 
jireparation.    I  have  ^'iven  as  much  as  an  ounce  of  it  iu 
teaspoonful  tlosts  every  quarter  of  an  hour  without  pro- 
ducing emesis,  but  if  you  get  a  fairly  fresh  preparation  of 
the  powdered  root  you  will  rarely  fail  with  it.    The  next 
thing  to  <lo  is  to  apply  hot  fomentations  over  the  larynx 
and  to  arrange  some  method  of  inhalation.   The  best  plan 
is  to  rig  up  a  tent  over  the  child's  cot  and  to  let  the  steam 
from  a  bronchitis  kc-ttle  play  into  it.    You  may  use  a  'ittle 
creosote  with  the  kettle  if  you  like,  but  the  great  thing  is  to 
secure  the  local  internal  application  of  moist  heat.  These 
measures  will  usually  be  .speedily  successful,  but  if  you  are 
dealing  with  a  severe  case  it  may  be  justifiable  to  administer 
a  whiff  of  chloroform  to  allay  the  spasm.   In  order  to  pre- 
vent the  recurrence  of  an  attack  the  following  night  yow 
.should  continue   the  administration  of  small  doses  of 
ipecacuanha  throughout  the  next  day.  anil  at  bedtime  give 
a  dose  of  antipyrin,  1  grain  for  every  year  of  the  child's  age. 


nil.  lU.SIMHA'IOltV  lUSKASES  OF  C'HILPREN  1§» 

As  most  (it  tlicso  t  hiUlreii  are  prctlwpoHetl  to  their  attatkh 
b\  luiviiig  t  ulaificd  tonniln  or  »denoidfi,  it  i«  well  to  attend 
to  the  conilitlon  of  tin-  throat  in  onh-r  t(»  i»n>vfnt  the  r«'- 
appnuaiui-  of  the  (listasc.  ("old  also  should  be  guarded 
agttiiwt,  lor  it  is  a  potent  exciting  eauhe.  In  Scotland 
attaclM  of  *cro«p'  (m  H  was  called)  laed  to  o<  ( m  with 
sjiefial  fiecjucncy  on  Saturday  n%hts.  the  i»rohal)le  ex- 
planation Ix  iu';  that  nursery  fitHirt*  were  usually  washed  on 
that  afternoon  in  preparation  lor  Sunday,  and  the  attacks 
were  brought  on  by  children  being  put  to  bed  in  a  room 
which  was  ratiu  r  tlamp. 

In  the  treatment  of  acute  laryngitis  1  would  remind 
you  again  that  if  you  have  the  least  suspicion  that  the 
case  may  he  on<'  of  diphtheria  it  is  your  duty  to  ^^ive  an 
inj»  (  tioii  of  antitoxin,  and  to  take  all  the  precautiom  usual  in 
tlealiug  with  the  more  serious  disease.   The  rest  of  your 
treatment  must  proceed  much  on  the  liiws  already  laid 
down  foi'  catarrhal  lar\ nj^eal  sjiasm.    Inasmuch,  however, 
as  the  obstruction  here  is  organic  and  not  spasmodic,  you 
will  expect  less  benefit  from  emetics.   Should  the  case  be 
a  very  '  fl  rid  '  one— i.e..  the  temperature  high  and  the 
(listless  <;reat-  he  old  so-called   antiphlogistic  '  treatment 
often  gives  ver^y  gratifying  results.   It  ccmsists  in  blood- 
letting either  from  the  jugular  vein  or  by  the  application 
of  a  couple  of  leeches  above  the  sternum.    A  full  dose  of 
calomel  should  also  be  given  and  antimonial  wine  adminis- 
tered in  6-minim  doses  every  two  hours.   If  the  dysfmoea 
increases  you  nuist  be  prepared  to  perform  intubation  or 
tracheotomy,  and  it  is  well  to  remember  that  it  is  safer  to 
operate  too  early  than  too  late.    Of  the  relative  merits  erf 
the  two  procedures  it  is  scarcely  my  pr(»vince  to  speak,  but 
I  would  only  say  that  I  believe  nearly  all  the  advantages 
lie  with  intubation,  and  I  should  greatly  like  to  see  it  more 
widely  used  in  this  hospital. 

Other  laryngeal  diseases  in  children  about  which  you 
may  make  mistakes  are  congenital  laryngeal  stridor  and 
laryngismus  stridulus.  These  are  totally  different  diseases, 
and  I  shall  have  occasion  to  describe  them  when  I  come 
to  speak  of  the  neuroses  of  children,  so  I  only  mention 
them  here  for  the  sake  of  completeness.    There  is  another 
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< oiulit ion  wliicli  von  shoiild  lu-ar  in  iiiiinl  wlicri  it  cliihi 
liuH  ilyhpnwtv  ot  laryiigeui  origin,  and  tliut  ih  tlie  pimt^ibility 
that  you  are  dealing  with  papilloma  of  the  larj'iix.  That 
(K-<  iii-s  not  uiieomtnonly  in  cliiMri-n  ;  rioro  coininonly.  1 
tliiiik,  tliiin  in  j^rown-iip  pt-oplc.  and  oftcnrr  in  bovH  thm:  in 
girlf<.    Tilt'  (.•liild  in  usuully  about  thrt'i-  or  lour  \t'j'-»  of 
age.  and  the  itymptonu  simulate  those  of  chronic  lan^ngitis, 
for  wliich  papilloma  is  aj»t  to  Itr  nii>takcn.    So  if  yon  have 
a  child  brought  to  ^ou  with  a  hutiky  voice  and  occanional 
slight  (lys  moea,  and  a  history  that  the  sjrmptoms  have 
lasted  for  m-vks  or  months,  you  should  think  of  laryngeal 
papilloma.    I  think  you  can  make  an  exact  and  certain 
diagnosis  only  b^  the  use  of  the  hiryiigoscope,  antl  that  is  a 
matter  of  such  difficulty  that  I  advise  you  to  send  those 
cases  to  specialists  ;  in  any  case  you  will  re(piire  a  sj)ecialist 
to  operate  upon  theui,  because  the  unl^-  successful  treatment 
is  remo^l  of  the  growth  with  forceps  through  the  mouth, 
which  m  a  very  delicate  and  difficult  procedure. 

BRONCHITIS. 

I  now  pass  to  the  consideration  of  a  disease  which  is  ex- 
tremely common  in  cliildren — namch  .  hruix-hitis.  IJron- 
chitis  i.s  certainly  ccnnmoner  in  chihlliooti  tiian  at  an^  other 
period  of  life,  and  the  reason  for  that  may  be  the  tendency 
of  children  to  }j;ct  chilled  owinj.  to  their  lar<je  body  surface  ; 
contributing  causes  certainly  are  rickets  and  the  occurrence 
of  teething.  You  constantly  find  bronchitis  ks  oto  of  these 
catarrhal  manifestations  of  rickets  of  which  I  have  already 
spoken,  and  you  will  fuid  children  who  tret  an  attack  of 
bronchitis  every  time  the\-  cut  a  tooth.  Why  that  should 
be  I  do  not  know.  Some  people  say  it  is  producetl  in  some 
mystcriout;  n  flex  fashi(m,  but  I  think  it  is  more  likely  that 
the  teething  simply  lowers  the  child's  resistance,  like  any 
other  agency,  and  so  renders  it  specially  liable  to  suffer  from 
chill.*  Now.  'bronchitis'  in  itself  is  never  a  sufficient 
dia<j;n<)sis.  That  is  true  not  only  of  children,  but  of  j^rown- 
up  people,    iiiit  It  is  particularly  true  ot  children,  hccau.se 

*  in  some  eases  it  may  bo  »luo  to  the  clothes  over  tiio  cliost  getting 
wet  from  the  '  diibbliag '  which  aooompanies  teething. 
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they  an*  apt  to  nuQvr  iiu>re  than  grown-up  ptH)pU'  irom 
capillary  bronchitw-  -that  w  to  say,  inflammation  of  the 
Hiuall  tulM's,  whii  l>  may  1h*  a  very  himmouh  matter.    And  BO, 
having  <'stal)|islu  .1  thr  fact  tlial  tlit  dix  aM'  fxisfs.  y<m  liavr 
to  ai»k  yourwlvwt  two  quoHtionN  :  liiHt,  Wliit  hHt't  oi  tubt-wiH 
involved — ^the  large  tube*  or  the  umall  oww  ?  and,  secfm^, 
What  stajjr  lias  the  hioiu  liitis  n  aclu-d-  is  it  <arly  or  is  it 
latf  {    U  itli  rt'^'anl  to  the  first  of  llus*-  qiu'stioiw,  you  \\ill 
hettk-  wht'tlii-r  you  arc  dealing  w  itli  hioiu  liitis  of  the  large 
or  of  the  fimall  tubes  by  the  character  of  the  accompani- 
ments.   If  tlie  large  tubes  are  iiwolved  you  \\ill  lieivr 
low-pitched  accompaiument» — i.e..  sonorous  rhonchi — if  it 
b  in  the  dry  stage,  or  more  or  leiw  coarse  babbling  Bonndii 
in  the  moist  stage  ;  wlu-reas  if  the  small  tubes  are  involved 
the  aeeompaniments  will  l»e  liij^li-pitched  rhonchi  if  the 
bronchitis  is  dry,  or  fine,  crackling  sounds  if  it  is  moist. 
Again,  in  a  case  in  which  the  fine  tubes  are  involved  the 
a(  <  oiiiimniments  are  far  more  numerous  than  in  those  cases 
where  it  is  the  laige  tubes  which  are  chiefly  affected.  The 
obvious  reason  for  this  is  that  there  are  far  more  small 
tubes  than  bit?  tuljcs  in  the  lung,  so  inflammation  of  the 
small  tubes  will  result  in  \(tur  bein^  able  to  hear  many 
accompaniments  ;  and  if  you  luar  rhonchi  coming  from 
every  quarter  you  can  be  certain  you  are  dealing  with  in- 
flammatton  of  llic  .-.mall  tubes.    The  other  question  is, 
What  l^ise  has  the  ili-ease  arrived  at  in  your  case  ?  That 
is  settled  by  the  charat  '  er  of  the  accompaniments — whether 
they  be  dry  or  whether  they  be  moist.    Iti  the  early  stage 
of  the  disease  you  have  dry  sounds,  and  in  the  later  stage 
the  sounds  become  both  dry  and  moist,  whereas  in  the 
latest  stage  the  moist  sounds  predominate.  The  question 
of  whether  the  laige  or  the  small  tubes  are  involved  in  the 
inflammation  is  one  of  great  importance  in  the  prognosis, 
and  that  is  chiefly  why  you  wish  to  determine  that  point. 
You  take  a  more  serious  view  if  the  small  tubes  are  chiefly 
involved,  becatise  the  great  thing  you  have  to  fear  in  a  case 
of  bronchitis  in  a  child  is  that  the  condition  may  pass  on  to 
broncho-pneumonia — that  is  to  say,  to  inflammation  of  the 
lung  substance — instead  of  beiii<;  merely  an  inflammation 
of  the  lung  tubes.   The  remote  danger  in  broiuihitis,  you 
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w  ill  reineniber,  is  that  it  leaves  behind  an  unhealthy  condi- 
tion of  the  bronchial  glands,  uhic  ii  n-iKlcis  tlieiu  lialde  to 
bcionK  llu  scat  of  tulxTculosis.  Witii  iv.uanl  to  1)n)nchitis, 
I  would  further  say  that  you  shoukl  always  take  a  more 
serious  view  in  a  case  in  which  the  chest  wall  is  very  soft 
and  yielding.  PfiU-tically  it  amounts  to  tins,  tliat  bronchitis 
in  a  rickety  cliild  is  a  far  more  dangerous  '\eetion  than  a 
similar  <U'gree  of  bronciiiiis  in  a  child  who  otherwise  in 
good  health.  The  rickety  chest  is  so  soft  that  it  readily 
allows  collapse  of  the  lung,  and  tlic  extension  of  the  process 
to  the  coUap.sed  lung,  with  the  produclioii  of  pneumonia. 

The  treatment  ol  bronoUtis  must  depeirf  upon  the  stage 
at  which  the  disease  has  arrived.   If  you  are  dealing  ^\ith 
an  earlv  case  where  there  is  fever,  more  or  less  dyspnoea, 
rapid  breathing,  and  high-pitchetl  dry  sounds,  then  you 
ought  to  put  the  child  in  a  tent,  and  let  it  have  creosote 
inhalations.    That  is  probably  far  more  \aluablc  th;'n  the 
administration   of   any  amoiuit  of  expectorants  by  the 
mouth .    Here  at  this  hospital  in  the  out-patient  room,  you 
get  a  wrong  idea  of  '  ow  to  treat  these  cases  ;  you  cannot 
get  out-patients  to  use  bronchitis-kettles,  and  so  one  has  to 
fall  back  on  the  .second-best  treatment— namely,  the  ijiternal 
administration  of  expectorants.    But  when  you  have  com- 
plete control  of  the  ease  the  best  plan  is  to  put  the  child  in 
a  tent,  and  tit  up  a  bronchitis-kettle,  and  use  creosote  as 
an  inhalation  along  with  the  steam.    It  is  well  also  that 
those  cases  should  have  either  a  cotton-wool  jacket  or  a 
poultice  over  the  back.    It  is  a  mistake  to  put  poultices 
over  the  front  of  the  chest,  because  they  are  too  heavy  ; 
they  increase  the  labour  of  breathing,  and  the  child  ought 
not  to  have  anything  to  restrict  the  l)n>at]iing.    But  a 
poidtice  over  the  back  is  often  very  valuable.    You  may 
use  for  the  poultice  linseed-meal  and  mustard.    There  is 
no  harm  in  giving,  in  the  early  stage,  small  doses  of  ipecac- 
uanha by  the  mouth  along  with  alkalies,  such  as  citrate  of 
potash  or  acetate  of  ammonia.    And  such  children  should 
be  encouraged  to  drink  large  quantities  of  hot  fluids, 
because  there  is  nothing  better  for  promoting  the  secretion 
from  the  bronchial  tultes  thin  the  administration  of  hot 
fluids  of  all  sorts.    That  is  the  meaning  of  the  old  domestic 
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teas  which  used  to  be  brewed.   They  act,  not  in  virtue 
of  the  material  in  tliom,  such  as  camomile,  but  simply  in 
virtue  of  the  fact  tliat  you  are  giving  large  quantities  of  hot 
liquid.   In  the  later  stage,  when  you  have  got  to  deal  with 
much  liquid  mucus  in  the  tubes,  you  will  find  it  an  advan- 
tage to  ,  h  i  j.i't-r  an  emetic,  particularly  where  the  child 
has  di'  II  ulty  in  gett.i  g  rid  of  the  mucus,  and  where  there 
is  muc  *  choking  and  *»  furred  tongue.   There  are  one  or  two 
conditi  w,;  \>  iiich  coi.tra-indicatc  the  giving  of  emetics.  One 
of  these  is  the  pitsence  of  much  cyanosis.    The  reason  is 
that  in  that  condition  the  nervous  system  is,  as  it  were, 
partially  narcotized ;  it  does  not  respond  to  the  irritation 
of  an  emetic,  and  you  are  apt  to  have  the  ipecacuanlia  or 
other  emetic  retained,  and  great  depression  result  without 
emesis.   Great  prostration  is  the  other  condition  which 
contra-indicatcs  the  giving  of  an  emetic  in  the  second  s'  ige. 
In  the  last  stage— that  is  to  say,  when  the  patient  is  con- 
valescent—you should  administer  such  things  as  iron  and 
cod-liver  oil.  and  apply  stimulating  liniments  to  the  chest 
until  all  accompaniments  have  disappeared.    You  must 
make  convalescence  complete  because  of  the  gieat  danger 
of  tubercutosis  starting  in  the  bronchial  glands,  which  have 
become  chroiucally  inflamed. 


ASTHMA. 

Along  with  bronchitis  one  may  conveniently  consider 
asthma.  Asthma  is  not  uncommon  in  chiUlren — even  in 
infancy— but  boys  suffer  more  often  than  girls.  It  tends 
specially  to  occur  in  those  of  gouty  or  '  eurotic  stock,  and  a 
history  of  attack,  in  the  near  relatives,  or  of  other  paroxysmal 
neuroses,  such  as  migraine,  is  not  uncommon. 

One  can  recognize,  I  think,  four  types  of  the  disease : 
(1)  Ordinary  typiial  asthma,  such  an  is  met  with  in  the 
adult  ;  (2)  attacks  which  more  resemble  hay-fever  ;  (3) 
'  bronchial-asthma  —i.e.,  recurring  bronchitis  with  a  spas- 
modic element  superad<fed ;  (4)  the  broiwhitk  type,  in 
which  the  attack  resembles  one  of  very  acute  capillary 
bronchitis,  but  with  an  unusual  amount  of  wheezing  and 
dyspnoea,  and  which  b^ins  a&d  «wb  alwuptly. 
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In  all  cases  when  the  disease  has  lasted  for  some  time  an 
element  of  emphrsema  is  apt  to  develop,  which  adds  to  the 
gravity  of  the  condition,  and  if  tlie  attacks  be  frequent  and 
severe  the  child  is  prone  to  be  stunted  in  growth  and  develop- 
ment. 

You  will  not  have  much  difficulty  in  the  diagiK  sis  of 
asthma  exce])t  in  cases  of  the  broncliitic  type,  in  wliich  there 
is  a  danger  of  the  asthmatic  element  being  overlooked, 
esjiecially  when  the  patient  is  a  young  infant.  The  abrupt 
siiltsidence  of  the  attacic  is.  liowever.  cliaracterislic.  This 
is  tl'.e  only  variety  of  tlie  disease,  also,  in  which  there  is  any- 
real  danger  from  tlie  attack  itself,  for  in  delicate  infants  it 
may  prove  fatal ;  in  the  other  types  the  chief  progn<»tic 
interest  is  as  to  whether  the  attacks  are  likely  to  persist 
into  adult  life.  As  to  this,  one  should  speak  with  caution. 
My  own  experience — and  I  have  followed  some  of  my  cases 
for  more  than  ten  years — is  that  complete  di.sappearance  of 
the  attacks  is  exceptional.  thonij;h  they  often  become  much 
less  frequent  and  severe.  If  emphysema  has  developed,  the 
outlook  is  always  more  serious,  although  thesltghterdegreesof 
em])hyscma  may  be  reco-^ered  from  if  the  attacks  disappear. 

In  treatment  yon  have  to  consider  (1)  what  to  do  in  an 
attack  ;  (2)  how  to  ward  off  attacks  ;  (3)  how  to  treat  the 
tendency  to  attacks. 

1.  In  an  attack  the  inhalation  of  the  fumes  of  one  of  the 
well-known  anti-asthmatic  powders  is  helpful,  the  fumes 
being  introduced  under  an  improvised  tent.  The  only 
disadvantage  of  this  method  of  treatment  is  that  it  favours 
the  deveh>pment  of  bronchitis,  as  the  fumes  are  always  rather 
irritating. 

If  the  stomach  be  overloaded,  an  emetic  will  often  cut 
short  the  attacks,  and  is  always  worth  trying. 

if  tl'.e  distrc.-s  be  vciv  severe,  you  may  be  compelled  to 
inject  mor])hia  ( to  J  grain,  according  to  age).  Adrenalin 
injections  ('\  to  5  minims  of  a  I  in  5,000  solution)  are  also 
very  successful  in  some  cases. 

2.  The  best  way  to  ward  otf  an  attack  is  to  give  a  dose 
of  antipyrin  (5  grains  or  more),  or  a  sedative  dose  of  chloral 
or  bromide  at  bedtime,  and  to  see  that  the  child  goes  to  bed 
on  an  empty  stomach . 
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3.  The  treatment  of  the  underlying  tendency  is  the  most 
iraportarrt  and  difficult  part  of  your  task  in  the  mam^eoaent 

if  asthma  cases. 

In  the  first  place  you  sliould  look  for  any  source  of  reflex 
irritation,  and  first  of  all  in  the  naso-pharynx.  Nasal 
obstruction,  adenoids,  or  cular'jcd  tonsils,  should  ahvays  be 
dealt  wit  The  immediate  effect  is  often  most  striking, 
but,  unfortunately,  the  paroxysms  tend  to  recur  again  later 
on,  although  often  in  a  milder  form  tlian  before,  and  in  some 
instances  tliey  disappear  permanently  after  the  operation. 
The  bowels  should  be  regulated  in  order  to  prevent  reflex 
irritation  from  the  intestine,  and  it  is  considered  b\  many 
advisable  to  perform  circumcision  if  there  be  any  phimosis. 

The  diet  may  need  to  be  modified.  Starchy  foods  should 
be  cut  tlown,  and  care  taken  that  the  stomach  is  not  orer- 
loaded.  You  should  remendxr  in  this  com^tion  that 
asthmatic  children  often  exhibit  curious  idiosyncrasies  to 
certain  foods— eggs  for  example— and  it  may  be  necessary 
to  eliminate  these  from  the  diet. 

Hndesie  treatment  consists  in  avoiding  cold  and  damp 
as  far  as  possible.  The  feet  and  legs  should  be  kept  warm 
and  dry,  and  the  chest  and  neck  protected.  Sponging  of 
the  chest  with  cold  water  after  the  dailv  ^\arm  bath  is 
bciieved  to  be  liclpful  in  •hardening'  ihe  '  hild  against 
bronchitis.  A  thorough  course  of  respiratt.>ry  exercises  is 
often  very  useful. 

Climatic  treatment  is  of  the  very  first  importa!ic<'.  but  \ dur 
great  difficulty  will  be  to  know  where  to  send  the  child 
and  what  sort  of  climate  to  advise.  There  is,  I  am  sorry  to 
say,  no  invariable  rule  to  gui^  you,  tor  every  asthmatic  is  a 
law  unto  himself.  In  one  of  my  cases,  for  instance,  the 
chilfl  was  quite  well  when  in  London,  but  had  frequent 
attacks  when  at  home  at  Lowestoft ;  another  hoy  remains 
quit<%  well  when  at  school  at  Eastbourne,  but  invariably 
relapses  when  he  returns  home  to  Blackheath  ;  a  third,  a 
girl,  is  a  chronic  asthmatic  when  in  Croydon,  but  when  she 
goes  away  from  it  is  immuiM,  and  this  peculiarity  has 
persisted  now  for  ten  years  and  more.  In  view  of  such 
inexplii  able  peculiarities  one  can  only  advise  the  method  of 
experiment— trying  the  child  in  various  places,  and  if  one 
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is  found  where  the  attacks  disappear,  keopiiifj;  him  tlun-. 
This,  however,  is  not  always  feasible  from  ll>e  family  ])oint 
t»f  view.  When  there  is  much  coexisting  br< >nehit  is  you  need 
never  hesitate  to  advise  a  warm,  dry  climate  as  the  hest,  it 
circumstances  permit. 

The  most  valuable  drug  .  iu  the  treatment  of  the  asthmatic 
tenileney  are  iodide  of  potassium  (in  small  doses),  ethereal 
tincture  of  lobelia,  stramonium,  and  arsenic.  These  may 
be  f^iveii  in  combination,  but  the  whole  secret  of  using 
them  is  to  persist  in  their  administration  for  mouths,  just 
as  one  uses  the  bromides  in  the  treatment  of  epilepsy.  It  is 
in  such  use  that  the  best  hope  of  overcoming  the  tendency 
to  the  attacks  resides,  and  you  must  urge  parents  to  persist 
in  the  treatment  with  patience. 


LE(^TURE  XVI 


&ESPIBATOBY  JOBEASES—Contintied 

PBIMABY  OB  CROUPOUS  PNUEMONIA  IN  CHILDHOOD 

Qmmjoaan, — ^Attempts  to  ckssify  cast  s  of  pneumonia  in 
c'-.ildron  have  j^iveii  rise  to  a  considerablo  amount  of  ron- 
fusion,  and,  indeed,  one  may  admit  frankly  that  it  is  often 
a  very  difficult  matter  at  the  bedside  to  refCT  any  given  cose 
to  a  particular  di\  ision  of  tlu>  disease.  Hence  for  practical 
purposes  T  lliiiik  it  is  best  to  keep  one's  divisions  as  broad 
as  possible,  and  I  therefore  propose  to  divide  cases  of 
pneumonia  into  those  which  are  primary  on  the  one  hand, 
and  those  which  are  secondary  on  the  other.  By  primary 
pneumonia  1  mean  a  case  in  which  the  inflammation  starts 
in  the  lung  substance  ;  by  secondary  pnenmoaift  I  mean  that 
form  of  pneumomavin  which  the  inflammation  of  the  lung- 
substance  is  consecutive  to  disease  of  the  air-passages, 
usually  to  bronchitis.  Heme  the  term  '  broncho-pneu- 
monia *  nsmlly  applied  to  it.  Farther,  you  may  oontnuit 
primary  and  secondary  pneumonia  in  this  way :  that  primary 
pneumonia  may  be  either  lobar  or  lobular,  although  it  is 
more  commonly  the  former  ;  whereas  secondary  pneumonia 
is  usually,  perhaps  one  may  say  always,  lobular.  In  the 
second  place  primary  pneumonias  are  practically  alwajs 
due  to  the  pneumococcus,  whereas  secondary  pneumonias 
may  be  due  to  many  organisms,  perhaps  most  commonly 
to  a  streptococcus.  When  you  come  to  ask  yourselves 
which  form  of  pneumonia  is  the  most  frequent,  it  is  very 
difficult  to  answer,  because  it  depends  very  much  on  the 
type  or  class  of  ease  which  you  see.  In  this  hospital,  where 
we  do  not  treat  cases  of  the  acute  infectious  fevera,  there 
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can  !)(•  IK)  doubt  that  |)riinarv  piuMinionia  is  far  commDnest  ; 
M  hereas  if  \'ou  w  ere  to  go  to  one  of  the  Metropolitan  AsylumH 
Board  Hospitals,  where  there  are  cases  of  measles,  scarlet 
fever,  diphtheria,  etc..  you  would  probably  find  a  large 
number  of  cases  of  secondary  pneumopia.  because  secon- 
ilary  pneumonia  is  a  common  complication  of  many  of  the 
acute  infective  fevers.  But  here  in  this  hospital,  and  I 
would  say  further,  in  ordinary  ;4eneral  practice,  you  will 
meet  with  very  many  eases  of  primary  pneumonia  in  children 
of  all  ages.  I  say  it  is  met  with  in  children  of  all  ages,  but 
it  is  most  frequent,  as  statistics  show,  between  one  and  two 
years  of  atje.  That  is  the  period  of  maximum  incidence 
of  primary  pneumonia  in  childhood,  for  about  that  age 
children  seem  to  be  peculiarly  susceptible  to  the  attack  of 
the  pneumococcus.  1  havi'  recently  gone  througli  the 
statistics  of  seventy  cases  of  primary  pneumonia  which  I 
have  had  under  my  care  in  children  below  seven  years  of 
age,  and  I  found  that  half  of  these  were  below  two  years  of 
age. 

MoDK  or  Oksbt. 

As  regards  the  otiset  and  symptoms  of  primary  pneu- 
monia— and  it  is  only  with  primary  pneumonia  1  shall  deal 
this  anernoon — it  may  begin  sometimes  in  a  very  deceptive 
way.  It  is  not  uncommon,  for  instance,  for  it  to  b^in 
with  vomiting.  A  child  may  be  taken  with  severe  vomiting, 
along  with  rise  of  temperature,  and  for  the  first  few  hours 
these  may  be  the  only  prominent  symptoms.  A  mode  of 
onset  like  tliat  is  apt  to  deceive  you.  It  makes  you  think 
perhaps  of  brain  tnudjle.  siich  as  meningitis.  Or  it  makes 
you  think  of  some  of  the  acute  fevers,  particularly  scarlet 
fever,  which  you  know  often  b^ins  with  vomitit^ .  Another 
deceptive  ni  )de  of  onset  of  pneumonia  is  with  drowsiness. 
I  have  known  cases  in  which,  even  for  a  day  or  two  preceding 
the  actual  onset,  there  was  great  drowsiness.  I  remember, 
for  example,  the  case  of  a  little  boy  of  whom  it  was  said 
that  a  day  or  two  before  he  was  ill  he  was  always  falling 
asleep  at  school  ;  apparently  before  the  disease  had  made  a 
p^per  ginning  that  symptom  had  arisen.  As  a  rtiie, 
ho^ww,  the  diseMe  sets  in  fairl/  abn^j,  with  a  riae  of 
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temperature  and  a  certiiin  amount  of  shivorinj^.  A  trup 
rigor  is  not  bo  common  as  it  is  in  grown-up  persons  ;  but  a 
certain  amount  of  .shivering  is  not  rare.  And  sometimes  in 
sensitive  nervotis  eliildren  these  shivering  fits  take  the  form 
of  a  slight  attack  of  convulsions.  Very  quickly  you  will 
iu>tice  an  alteration  in  the  character  of  the  respiration,  and 
that  is  ODB  of  the  most  important  things  for  you  to  observe, 
because  it  is  upon  the  altered  eharacte'-  of  the  respiration 
that  you  will  sometimes  have  to  depend  for  making  your 
diagnosis  in  the  early  stages.  And  the  alteration  is  this  : 
In  tile  first  place  the  respirations  are  j.Meatly  increased  in 
frequency  out  of  proportion  to  the  increase  of  the  pulse-rate. 
Secondly,  the  respiration  takes  on  that  character  which  I 
have  often  demonstrated  to  you  in  the  out  j)atient  depart- 
ment as  '  inversion  of  the  respiratory  rhythm.'  In  the 
normal  state  of  things  the  respiratory  rhythm  goes  thus  : 
inspiration,  expiration,  pause  ;  but  in  pneumonia,  and  indeed 
in  all  grave  respiratory  affections  in  young  children,  there 
tends  to  be  an  inversion  of  the  rhythm,  so  that  one  gets 
expiration,  inspiration,  pause  ;  and  j'ou  will  remember  that 
the  expiration  is  attended  often  by  a  curious  grunt,  and 
during  the  grunting  expiration  the  ala>  nasi  are  blo^\n  out. 
which  is  again  an  inversion  of  what  ordinarily  happens  in 
an  adult  with  dyspncea,  in  whom,  if  the  alae  nasi  are  acting, 
they  open  out  during  inspiration .  Upon  this  altered 
character  of  the  breathing,  as  I  have  said,  you  may  have  to 
depend  in  the  early  stages  for  making  your  diagnosis,  and 
tlu  iefore  it  is  extremely  important  that  you  should  be 
familiar  w  itli  these  respiratory  changes.  Quite  early  in  the 
onset  of  the  disease  you  will  notice  that  the  child  is  flushed, 
and  not  uncommonly  you  find  a  certain  amount  of  herpes. 
But  in  a  large  number  herpes  is  absent,  so  you  must  not 
depend  upon  it  at  ail  as  a  diagnostic  sign  ;  it  is  too  often 
absent  to  be  of  use  in  that  respect. 

The  unfortunate  thing  about  the  physical  signs  of  pneu- 
monia in  children  is  thai  they  are  often  absent  at  the  outset 
and  for  some  time  after  the  disease  lias  fairly  begun,  and, 
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indeed  vou  may  fuul  tlu-.u  only  becoming  marked  when  t  h.- 

thev  become  evident  only  nfhr  the  ensifl.  Hm  n..  aoul.t 
!,;"tl.  tlu.  intlannnation  starti.^  dee,,  in  the  lung  and  only 
bv  dem-eeH  reivching  the  surface.  •       •    ,  , 

•lie  most  important  physic  al  sign  is  an  nnvane,!  note  on 
~.i..n  an.l  T  an,  .  onstantly  pointing  out  m  the  out- 
alpartnu-nt  that  if  yo«  winh  to  elicit  thjs  ,mpa,re<l 
K  ^cm  muHt  perc««  prop...ly  an^  espe.  -a  K   h,h  b  ■ 
Too  mueh  stress  eannot  In-  h.i.i       /'^^ ,^  ' 
H,.,H.a'.MUv  one  sees  areas  of  pneumon.a  m.ssed  on  phssu  al 
eva    .mtion  because  the  observer  perenssc.  so  forcd>ly 
hrCelk  Uesonanee  underneath  th.-  ...tch  ..f  ,.neum.>,na 
ai*>uetlu-r     Yon  .  ann-.t .  therefore,  be  too  deheate  m  yo  n 
pXion  if  you  are  to  make  out  the  aigns  m  early 
cane    It  is  important  to  know  where  to  percuss.  an<l  that 
w  11  depend  on  tin-  site  s  at  uhieh  pnennu.ma  ,s 
P    ummiia  in  ehihhen  differs  fron.  F-""^-"^ 
in  this  that  the  upex  in  relatively  much  more  often  afle.  t* . 
thin  tt  k  in  gro>in-up  people.    1  have  found  that  out  o 
^  c^.  for  instan.  e.*one-third  of  the  tota  were  apical 
ries,^es  in  which  the  upper  lobe  of  the  lung  wa«  m- 
vTlv^l.   That  in  a  far  higher  proportion  of  apu  al  ca^es 
Il^aTin  the  adult.    Apical  pneumonia  in  th.-  adult  is  the 
.x^eption.  but  V..U  cannot  say  that  of  pneumoma  in  the 
h  1      Furthcrl-and  this  is  a  curious  and  nn.xpla.ned 
fjtoi  the  apical  cases  two-thirds  oc-cuncl  ni  tin-  r>ght 
^1     I  think  vou  may  say  that  the  most  common  s.tua^ 
for  pneumonia  in  the  child  are  the  left  ower  lobe  and 
hTri.ht  upper  lobe,  and  therefore  it  is  in  these  situations 
n  a  do  btful  case  y.ni  will  percuss  with  the  greatest  c^e^ 
Tn  particular  I  wish  to  commend  to  vou  the  importance 
of  percussion  below  the  right  clavicle.    I  have  ^--^ 
number  of  cases  of  pneumonia  ove.  ,ooked  because  he 
ob^rver  had  failed  to%ercuss  lightly  below  the  clavicles, 
tmrt  f  on,  percussion,  the  other  chief  sign  is  an  alteration 
h^he  brcatLounds,  the  development  of  what  is  known 
I  luUar  breathing-that  high-pitched  whiffing  kind  o 
breathing  wliich  occurs  over  consolidated  lung_rha^J« 
a  sign  which  develops  sooner  or  later  in  all  cases,  but  it  does 
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not  develop  quite  80  soon  M  the  impairment  of  note,  and 

so  is  of  less  viiluo  tlmn  porcnssiim.  Theso  arc  tlie  <»nly 
methoda  of  physical  examination  which  you  need  employ — 
delicate  percussion  and  auscultation  to  determine  the 
presence  or  absence  of  tubular  breathing. 

Symftobis. 

('omparetl  witli  the  adult,  the  symptoms  are  far  less  pro- 
notineed.  You  will  often  see — I  saw  oiu'  t!ie  other  day — 
a  child  with  full-blown  pneumonia  standiuf?  up  and  prancing 
about  in  its  crib,  apparently  not  much  the  worse  for  tlie 
fact  that  it  has  a  temperature  of  lo;}"  K.  and  consolidation 
of  tiie  lol)c  of  one  lung.  You  do  not  see  that  in  the  adult. 
A  grown-up  person  with  lobar  pneumonia  is  verj'  ill  indeed, 
whereas  a  cliild  with  the  disease  may  not  appear  to  be 
seriousi\  ill  at  all.  The  reason  for  this  is  that  the  toxaemic 
symptoins  which  are  so  very  serious  antl  prominent  a  feature 
in  pneumonia  in  the  grown-up  person  are  comparatively 
absent  in  a  case  of  ]>neumonia  in  childhood.  For  some 
reason,  which  we  do  not  know,  children  do  not  seem  to  suffer 
from  the  toxins  of  pneumonia  in  the  way  that  the  grown- 
up person  does.  Delirium,  for  instance,  which  is  one  of  the 
most  ])romincnt  symptoms  of  toxaemia  in  the  adult,  is  a  very 
rare  thing  in  the  child,  and,  on  the  other  luuul,  heart  failure, 
one  of  the  thii^s  which  gives  you  the  greatest  anxiety  in 
the  pneumonia  of  a  grown-up  person,  is  sometliing  which  in 
the  r  iiild  you  need  hardly  fear  at  all.  So  that  tlie  two  great 
grf)uj)s  of  symptoms,  the  toxsemic  or  nerve  symptoms  and 
the  symptoms  which  result  from  heart  failure,  are  compara- 
tively absent  in  chihlren,  and  for  that  reason  the  symptoms, 
apart  from  the  feverishness  and  the  hurried  respiration, 
may  be  very  trivial  indeed. 

MoD£  OF  Tkbmination. 

As  you  know,  pneumonia  of  the  primary  sort  in  children, 
whether  it  ho  lobar  or  lobular,  terminates,  as  a  rule,  by 
crisis.  You  may  put  that  in  another  way,  and  say  that 
pneumococcal  pneumonia  in  children  tends  to  be  a  sell- 
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limitid  cli.sea«t«,  as  aistinct  from  stnpt.K-occal  and  other 
forms  of  pneamonia  which  an-  n..t  self-limited,  but  .Iraji  .m 
for  an  indefinite  time.    In  the  majority  of  eases  the  cruiia 
,H-eurs  (m  the  seve  nth  or  eighth  day.    That  has  certainly 
been  so  in  the  majority  of  my  eases.    But  in  a  considerable 
number  of  ehildren  the  crisis  occurs  earlier,  on  the  fifth  or 
sixth  (lav  and  in  a  ccmiparatively  small  number  after  the 
eighth  sav  on  the  ninth  (.r  tenth  day.   It  is  rather  charae- 
teriHtic  ofWumonia  in  children  that  the  crisis  is  apt  to  be 
precedcl  bv  one  or  more  sudden  falls  of  fmperature.  which 
arc  spoken  of  as  'pseudo-crises.'    You  can  distuiguish  a 
pseudo-crisis  from  a  real  one  by  the  fact  that  after  a  true 
crisis  the  respiration-rate  falls,  but  in  a  i»sendo-erisis  tlie 
ivsnirat ion-rate  is  not  atTceted.    So  the  respiratory  chart 
is  really  a  better  guide  to  the  occurrence  of  the  crisis  than 
the  temperature  chart  alone.   Again,  sometimes  after  the 
true  crisis  there  is  a  temporary  rebound  ..f  fever  lasting  a 
few  hours,  twelve  hours  perhaps,  which  may  alarm  you 
1  -lecessarilv,  and  make  vou  think  that  some  complication 
ir     isine.    These  temporary  rebounds  after  the  crisis  are 
nut  verx-  uncomm.ni  in  early  life.    The  heat-regulating 
centres  in  children  seem  to  lose  their  equilibrium  more  easily 
than  in  the  grown-up  person.   If  you  set  them  into  violent 
oscillation,  it  takes  some  time  before  they  settle  down  again. 
And     the  temperature  drops  to  subnormal  at  the  crisis,  it 
i«  a     to  jump  up  above  the  normal  again,  just  as  an  mdia- 
rubber  ball  rebounds  when  thrown  to  the  ground     Hut  in  a 
few  hours  it  flnallv  settles  down  to  the  normal.  Sometimes, 
instead  of  a  crisis  occurring,  the  fever  is  prolonged,  and 
it  is  about  the  causes  of  prolongation  of  fever  in  pneumoma 
that  I  now  want  to  say  a  few  words. 

Peolonoed  Pyrexia  in  Pneumonia. 
You  mav  divide  cases  in  which  the  temperature  does  not 
fall  into,  'first,  protracted  cases— that  is  to  say,  cases  of 
pneumonia  in  which,  for  some  reason,  the  temperature  runs 
on  for  ten,  fourteen,  or  more  day>.— T  have  even  known  it 
to  go  on  for  several  weeks— without  the  disease  spreading 
and  without  any  complications  arising,  and  for  no  particolar 
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reason  which  you  can  find.  It  seems  in  such  cases  that 
natural  resolution  is  extremely  »U)w,  and  1  think  ihey  are 
apt  to  terminate  in  ftbrosta  of  the  affected  part  of  J»o  lung. 
Ciuies  of  fibroid  lung  affecting  the  upper  lobe.  whi«  h  arc 
sometimes  met  with  inchildrcn.and  which  arc  not  tulnsrcubr, 
probably  have  .  eir  origin  in  an  at  lack  of  pneumonia  of  this 
sort,  which  has  run  a  protracted  course, 

Secondly,  the  pndoiiL'ation  (.f  the  fever  may  be  due  to 
the  .spreading  of  t/ir  pmumonia  or  to  its  relapsing.    That  is 
to  say,  the  disease  spreads  from  one  lobe  to  another,  and 
the  child  may.  as  it  ui  i  .  ,  !  un  through  two  attacks  of  pneu 
monia  consceutiviiy.    I  have  known  practically  every  lobe 
of  tlu'  two  lungrs  to  have  In-en  involved  successively,  each 
one  giving  rise  to  a  further  rine  of  temperature  as  it  has 
become  affected.    Here  is  the  cliarf  of  a  case  of  protracted 
fever  in  pneumonia  due  to  involvement  first  of  the  right 
upper  and  then  of  the  right  middle  lobe,  and  it  was  a  case 
in  which,  as  you  will  see,  the  temperature  ran  on  for  consider- 
ably more  than  a  fortnight.    One  speaks  of  these  cases 
sometimes  as  '  wandering  pneumonias  '—the  disease  wan- 
ders from  one  lobe  to  another.    The  prognosis  in  these 
oiroumstanees  is  not  necessarily  bad.  but  one  is  naturally 
always  more  anxious  \\i  such  a  case  than  in  a  straightforward 
pneumonia,  in  wliich  one  lobe  only  is  involved.  Thirdly, 
failure  of  the  temperature  to  come  down,  or  a  tendency 
for  it  to  rise  after  it  has  once  come  down,  may  be  due  to  the 
development  of  complication.    These  complications  are  due 
to  the  starting  of  a  focus  of  pneumococcal  infection  else- 
where, and  in  youi^  children— and  the  younger  the  <  liild 
the  more  this  is  true — there  is  ratluT  a  tendency  for  this 
generalization  of  the  infection.    Iniieed,  in  quite  young 
infants  a  condition  of  general  jmeumieoceal  seftiemmia,  as 
it  is  sometimes  tc  med,  is  by  no  means  uncommon.    Of  the 
possible  complif  ations,  empyema  is  certainly  the  commonest. 
It  is  characteristic  of  empyema  that  after  the  crisis  the 
temperature  tends  to  remain  down  for  a  few  days,  and  then 
gradually  begins  to  rise  again.    You  see  it  gradually  rise 
until  pus  is  found  and  evacuated,  and  then  it  conies  down. 
The  signs  of  empyema  are  the  development  of  stony  dulness, 
with  vwrjr  marked  rm^ofM^  on  {M»e«^Bn :  tiia*  w  ch^ 
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point,  marked  rfHistance  on  percussiuu  at  tlic  Imsf  <>f  one 
luim.    It  imiv.  Iiowcvrr.  !)»•  rxtn-inclv  ilitliciilt  to  tdl  an 
einpvemiv  witli  ccrtiiinty  from  an  uiui.solv«<l  piu'Uinoiiiu, 
or  from  one  of  thcwe  case*  in  which  a  thick  patch  of  lymph 
forniH  over  the  pleura,  and,  indc.-.l,  there  is  only  one  way  of 
.lia^jMosiii};  emjiyenia  with  certaiaty,  and  tlmt  ih  l>y  putting 
in  an  exploring  n«  eille  ;  and  if  you  find  th«  temperature 
chart  creeping  up  like  that  after  the  initial  criMin  and  the 
dulness  p.  isistiiig.  and  still  more,  nuu  h  resistance  on  per- 
eussion  at  the  base,  you  should  Jiol  delay  exploring,  U-cauHe 
it  is  certain  that  if  empyema  iH  diagnosed  early  and  evac- 
uated, the  prognosiH  in  vantly  better  than  if  it  is  left  till 
later.    Tli.-  (  ases  of  empyema  which  tlo  badly  arc  tluwe 
in  whieh  the  diagnosis  has  not  l)cen  made  until  two  or  three 
weeks  after  puH  has  formed. 

Another  eommon  ( (unplieat ion  is  inldrlh-nir  iUxcme — 
that  is  to  .say,  un  infeet.on  «»f  the  niiiUlle  ear  by  the  pneu- 
nioeoeeus.    1  have  known  a  case  in  which  the  temperature 
ran  on  after  an  attack  of  pneumonia  for  four  weeks,  and 
we  could  not  discover  what  was  the  cause,  until  finally 
some  pus  wa.s  discharged  from  «>ne  ear,  and  after  that  the 
temperature  came  down  and  everything  went  well.  ()1> 
serve  this  about  pneumococcal  middle-ear  disease,  that  it 
may  not  j;ive  rise  to  any  local  sighs  which  would  make  you 
suspec  t  its  existence  ;  the  child  may  not  complain  of  earache, 
and  there  may  be  nothing  to  put  > ou  on  the  scent  as  to  the 
true  nature  of  the  troid)lc.    S.,  where  there  is  a  prolonga- 
tion of  the  fever,  and  you  can  tind  no  cause  for  it,  ilo  not 
omit  to  examine  for  suppuration  in  the  middle  ear.  We 
cmiitted  it  in  the  case  1  spoke  of,  and  that  Is  why  we  did 
not  find  the  cause  <.f  the  rise  of  temperature.    The  third 
complication  I  have  to  .speak  of  is  a  very  serious  one, 
namely,  pnmm&cocetd  mtmingUit.   The  difficulty  about 
nu>nin"<^itis  is  not  sc  much  to  diagnose  it  when  it  is  there, 
but  it^-^  that  you  are  apt  to  think  there  ia  meningitis  when 
it  is  nt '  there  ;  and  you  are  apt  to  do  that  because  several 
<rf  the  symptoms  and  signs  of  meningitis  may  occur  in  case* 
of  pneumonia.  espccialK .  perhaps,  in  apex  pneumonias, 
.simply  as  a  result  of  the  pneiuuouia  itself.   They  may  also 
occur  in  middle-ear  disease  where        k  no  nema^itfe  at 
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nil.  I  K-fi-r  fspifiully  t"  such  wignM  uh  vumitiiig  uml  head- 
I*' tint! lit u»,  ami  even  tho  «lfVclopiiu»nt  Hometimes  of  Kernig'n 
Mgn.  All  th«e  may  occur  in  cancH  in  «  hi*  li  t  lu  ro  b  no  real 
oieail^iti>.  ynii  niiiy  often  Ix-  ill  (l<>til»t  wlu'tluT  you  are 
dealing  witli  an  apex  piw-iunouia  wliic  h  is  .simulating  nu'uiu- 
gitis,  or  with  pnenmon^  eon»plieftt«*i  by  meningitis.  The 
onlv  way  of  di'termining  iNis  pi<in,  in  a  -Inuiitful  <  use  is  l»y 
luin!»iir  punctun-  for  rliii*  will  i-ti;.  i>lv  you  uulraw  off  cerebro- 
spinal tiuiil  roiiluiuing  ilu-  puf  tnuocuccw.  an<l  so  to  estabUnh 
thediagnmiiti. 

Anothrr  (•(»m|)Ii  ati.'i!  I  / /a//v/(V\,  and  n  v.  ly  serious 
one  it  is.    But  I  projwise  lo  say  any  tiling  about 

iwricarditis  to-day  :  f  fl**!  with  ft  wliwft  I  lectOTe  on 
I  lie  at  lite  cardial-  aff«H  tions  ..f  childhood  geiH-taliy.  So  I 
shall  now  oa-^s  to  tin  next  t  omplii  atioii  ami  ilint  is  pneu- 
mijcwad  paitumtiti.  liiis  is  prolnibiy  a  coiiuiioium-  com- 
plii  ition  in  pneumonia  *^n  ia  saf^poaed.  It  »  a  eonijdii  a 
tion  wliic'i  i-  rather  apt  <  vcrlc  ked,  aai  it  i--  only  in 

eompanitivcU  recent  times  ..  its  existence  faw  been  pro- 
perly ret  ognized.  And  yet  pneumoeeecal  peritcMitis  oeettre 
by  no  meam  vary  ii^fequently  in  childhood,  either  as  a 
coniplii  ation  or  as  a  sequela  of  an  attack  of  pneumonia. 
The  usual  symptoms  by  wliich  it  iu  ushered  in  are  the 
develo[)nicnt  of  abdominal  pain,  diarrhea,  and  vomiting, 
ami  a  ri-e  of  t«nqp««ture  if  it  has  already  fallen.  Quite 
soon,  too,  ntraction  of  the  abdomen  can  be  observed. 
These  are  the  initial  symptoms,  and  as  eflheion  takes  place 
you  begin  to  ftnd  signs  of  fluid  in  the  abdomen,  and  when 
that  has  (K-curred  many  of  the  acuter  symptoms  subside, 
and  the  case  becomes  more  like  one  of  tuberculous  peri- 
tmMs.  1^  trafttiamt  of  th»  complication  is  sm^ieai. 

The  las^t  complication  I  shall  mention  is  pu(  iiniocorcal 
arthriti."^.  This  is  not  a  common  complication,  but  it  occtirs 
everj-  now  and  then,  especially  in  quite  young  children,  and 
it  »  a  curi^i  thii^  that  it  does  not  necessarily  gu  on  to 
suppuration.  You  may  fin<l  that  a  joint,  often  one  of  the 
smaller  joints,  becomes  red  and  swollen,  and  that  it  is  hot 
and  painM,  ami  after  a  time  the  whole  thiiE^  sttbstdes, 
and  no  further  harm  results.  Every  now  and  then,  how- 
ever, siij^MKation  takes  pJace,  and  il  this  happens,  the 
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treatment  adopted  must  be  the  same  as  in  any  other  fotm  of 

suppurative  arthritis. 

These,  then,  are  the  commonest  complications  of  primary 
pneumonia  in  childhood.  Sometimes  several  of  them  occur 
together,  and  it  is  not  uncommon  to  have  a  ehihl  who  has 
an  attack  of  pneumonia  developing  middle-ear  disease,  and 
perhaps  meningitis,  both  the  result  of  the  piwumococcus ; 
or  he  may  have  pneumonia  followed  by  empyema  and  an 
attack  of'i)ericar(litis  ;  or  where  tlierc  is  generalized  pneu- 
mococcal septicaemia,  practically  all  these  things  may  occur 
tc^ther.  Such  cases,  I  need  hardly  say,  are  almost  imvit- 
ably  fatal. 

Diagnosis. 

As  r^ards  the  diagnosis  of  primary  pneumonia  in  children, 
I  have  told  you  that  it  is  at  the  outset  that  your  difficulties 
will  arise.  You  are  called  to  a  child  who  has  a  sudden 
rise  of  temperature  aikl  some  vomiting,  and  yon  are  aak»d 
by  the  parents  what  is  the  cause  of  the  attack.  Naturally, 
you  think  first  of  the  acute  specific  fevers,  and  the  acute 
specific  fevers  which  is  most  apt  to  simulate  pneumonia  is 
gearkt Sever,  because,  as  I  toM  you  b^ore,  scarlet  fever  often 
begins  with  vomiting  and  a  sudden  rise  of  temperature, 
just  as  pneumonia  does  ;  but,  of  course,  in  the  latter  you 
do  not  have  a  rash  or  sore  tlmwit,  and  further,  whereas  in 
scarlatina  the  rate  of  the  pulse  is  specially  raised,  in  pneu- 
monia it  is  the  respiration-rate  which  is  specially  affected, 
and  attention  to  that  point  of  difference  will  usually  keep 
yon  r^ht.  Another  thii%  which  may  simulate  pneumonia 
is  acute  abdominal  dimisr,  (specially  a])pendieitis.  This  is 
now  generally  recognized,  and  I  think  all  surgeons  are  alive 
to  the  possibility  that  a  pneumonia  involving  the  lower 
lobe  of  the  right  lung  may  simulate  very  closely  an  attack 
of  appendicitis.  Cases  in  which  the  surface  of  the  pleura 
covering  the  diaphragm  is  specially  involved  seem  to  me  to 
be  those  in  which  the  simulation  »  most  liable  to  occur. 
You  w  ill  find  a  like  simulation  in  cases  of  pericarditis,  where 
the  pericardium  covering  the  diaphragm  is  involved  ;  these 
also  may  simulate  abdominal  daease  very  closely.  Hence, 
when  yott  are  deaUi^  with  a  c^une  ci  swpected  fmeuB^mki, 
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with  pain  on  the  right  side,  and  vomiting  and  a  rise  of 
temperature,  you  should  alwa>  s  have  in  mind  the  possibility 
of  appendicitis.  Conversely,  where  there  is  doubt  about 
an  acute  aodominal  condition,  remember  pneumonia,  and 
study  carefully  the  character  of  the  breathing,  and  examine 
for  physical  signs  at  the  right  base. 

Lastly,  pneumonia  may  specially  simulate  menwgitis. 
I  have  already  referred  to  that  in  speaking  of  meningitis 
as  a  complication  of  pneumonia,  and  I  need  not  say  anything 
further  about  the  differential  diagnosis. 

Pboohc»is. 

As  regards  the  prc^nosis  in  primary  pneumonia  in  child- 
hood, this  may  be  said,  that  it  is  vastly  better  than  it  is  in 
grown-up  persons,  and,  indeed,  I  always  regard  an  uncom- 
plicated case  of  primary  pneumonia  in  a  child  as  a  com- 
paratively trivial  matter,  unless  the  patient  be  below  one  year 
of  age.  in  early  infancy-  even  an  uncomplicated  case  may 
be  serious,  but  in  children  of  two  years  of  age  or  thereabouts 
umomplicated  pneumonia  is  alm(»t  never  fatal .  Of  seventy 
uncomplicated  cases  below  the  age  of  seven  which  I  have 
had  under  my  care  at  the  London  Hospital,  not  one  died. 
But  when  there  are  complications  the  cmc  is  different,  lot 
some  of  these  are  very  serious  indeed.  The  most  dangerous 
comphcations  are  meningitis  and  pericarditis,  but  fortunately 
these  are  rare.  In  the  absence  of  complications  you  may 
usually  prophesy  without  fewr  that  in  about  a  week  the 
disease  'a  ill  have  t^mimted  eirnis,  and  that  the  pat^t 
will  get  well. 

Treatment. 

In  a  case  r>f  uncomplicated  croupous  pneumonia  there  is 
very  little  you  need  do  in  the  way  of  treatment,  and,  a.s  a 
matter  of  fact,  my  own  cases,  except  for  nursing,  which  is 
very  important,  get  really  nothing  which  can  be  described 
as  treatment  at  all,  and  I  find  that  they  do  very  w^U  without 
it.  If  the  child  is  restless  and  the  temperature  very  high— 
that  is  to  say,  KW*  F.  or  upwurdi— it  is  perhaps  a  good 
thing  to  teduce  the  ferer  »  Bltfe  by        spcmging ;  but 
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there  is  no  use  in  attempting  to  force  the  temperature  down 
too  far.  Cases  with  liigh  temperature  do  as  well  as,  and,  I 
tiiink,  better,  than  tliose  in  which  it  is  low.  You  may  also 
give  a  simple  dii^hmpetM)  mixtiire  to  keep  the  skin  and 
kidneys  active. 

Digitalis,  which  is  so  useful  in  the  treatment  of  pneumonia 
in  the  adult,  is  hardly  ever  required  in  children,  and  I  very 
rarely  order  alcohol.  Nerve  sedatives,  also,  are  scarcely 
ever  called  for ;  but  if  want  of  sleep  is  a  difficulty,  a  few  grains 
of  Bromural  or  of  Dover's  powder  may  be  given  with  ad- 
vantage. 

As  regards  the  general  treatment,  see  that  the  room  is 
kept  well  ventilated,  that  the  child  is  not  over-clothed  or 
over-fed,  and  that  he  is  allowed  plenty  of  cold  water  to 
drink. 

The  treatment  of  complicaf  jns  I  have  already  referred  to. 
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RESPIRATORY  Continued 

Gentlemen, — I  wish  to  speak  ftrst  to-day  of  broncho- 
pneumonia.  This  is  a  disease  which  you  often  see  in 
the  wards,  one  of  very  great  fatality — so  much  so  that  about 
17  per  cent,  of  the  total  infantile  mortality  results  from  it. 
Broncho-pneumonia  may  be  either  primary  or,  more  com- 
monly, secondary,  occurring  in  the  course  of  another 
disease,  such  as  measles  or  w'  ooping-cough,  and  in  such 
cas^  the  broncho-pneumonia  is  very  often  the  last  straw, 
as  it  were  ;  it  is  that  which  induces  a  fatal  ending.  Now, 
your  difficulty  will  always  be,  when  you  are  in  contact 
with  a  case  of  supposed  broneho-pneuraonia,  to  say  when 
you  are  dealing  with  simple  bronchitis  and  when  the  disease 
has  passed  on  a  stage  further— namely,  to  Iwoncho-pneu- 
monia.    I  would  like  to  emphasize  the  fact  that  physical 
signs  will  here  be  of  little  assistance  to  you  ;  you  cannot 
diagnose  broncho-pneumonia  with  certainty  from  simple 
bronchitis  by  ph\-8ical  signs  ;  you  have  always  to  consider 
the  general  symptoms.    If  there  is  high  fever  lasting  more 
than  two  or  three  days,  if  there  is  much  lividity  and  much 
depression,  then  you  can  be  certain,  no  matter  what  the 
physkal  signs  are,  that  you  are  dealing  with  the  more 
serious  affection — namely,   broiu-ho-pneumonia — and  not 
with  mere  bronchitis.    If  there  is  one  physical  sign  of  assist- 
Mice  nwre  than  another,  it  is  the  developmeui  of  fine  crepi- 
tatloils  towards  the  base  ;  and  if  in  any  case  of  bronchitis 
there  are  fine  crei)itations  towards  the  base  of  one  lung, 
you  should  be  suspicious  that  \ou  have  to  do  with  patches 
of  bronoho-pneuaioaia.  Hie  patches  d  tHroaoto-pneumonia 
be  so  aad  so  deep  down,  tasd  so  enok»ed  by 
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hmlthy  long,  that  there  may  be  no  dulness  at  all,  and  you 

must  not  expect  always  to  f?et  dulness  when  you  pereuss 
such  a  chest.  But  the  more  lightly  you  percoss  it,  the  less 
likely  you  will  be  to  miss  such  patches  as  exist,  for  you  must 
remember  that  sometimes  the  patches  are  extremely  thin  ; 
there  may  be  only  a  little  layer  of  broncho-pneumonia,  and 
any  heavy  percussion  will  bring  out  the  resonance  of  the 
underlying  lui^;  below  that,  and  so  you  may  miss  the  dulness. 

Diagnosis  of  Croupous  prom  &ioncho-Piikumohia. 

The  other  tlisease  from  which  you  may  have  a  difficulty 
in  (listiiiguishing  it  is  croupous  pneumonia,  and  it  will  be 
well  for  you  to  note  some  of  the  points  which  should  guide^ 
you  in  the  distinction  between  the  two,  C5roupouB  pneu- 
monia is  always  a  primary  disease,  but  broncho-pneumonia 
is  very  often  secondary.  Broncho-pneumonia  is  com- 
monest in  quite  young  children,  in  babies,  whereas  croupous 
pneumonia  is  not  oommonefit  in  babies,  Imt  in  children 
above  two  years  of  age.  Broncho-pneumonia  usually 
comes  on  more  or  less  gra»lually,  and  the  previous  health 
has  often  been  bad ;  whereas  croupous  pneumonia  mmm 
on  suddenly,  and  usually  in  a  child  who  has  before  been 
perfectly  well.  Broncho-pneumonia  usually  affects  both 
lungs,  whereas  croupous  pneumonia  is  generally  unilateral, 
affecting  one  lung,  ot,  much  more  likely,  part  only  of  one 
lung.  In  broncho-pneumonia  the  base  of  the  lung  is  the 
part  which  is  almost  always  involved,  whereas  in  croupous 
pneumonia  it  is  often  apical.  The  course  of  broncho- 
pneumonia is  ill-defined,  and  instead  of  ending  by  an 
abrupt  crisis,  it  ends  usually  by  lysis.  In  croupous  pneu- 
monia, on  the  other  hand,  the  course  is  well-defined,  and 
ends  by  crisis  on  the  fifth  to  ninth  day.  The  dulness  in 
bi^cho-pneumonia  is  usually  patchy  and  ill-defined, 
whereas  in  the  croupous  form  it  tends  to  follow  sharply  the 
outlines  of  the  lobe.  Another  point  of  some  value  is  that 
in  broncho-pneumonia  you  get  signs  of  general  bronchitis, 
when-aN  in  sToiipous  pneumonia  tlic  rest  of  the  lung  scorns 
healthy.  These  are  the  chief  points  to  be  attended  tu  in 
making  your  diagn^us.   The  reason  wlrf  It  u  so  impwtwt 
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to  make  the  diagnosis  is  from  the  point  of  view  of  prognosis. 
Broncho-pneumonia  is  so  fatal  that  about  half  the  cases  in 
hospital  die,  while,  on  the  other  hand,  in  croupous  pneu- 
monia recovery  is  the  rule  ;  deaths  are  very  exceptional. 
Holt,  in  his  statistics,  found  something  like  4  per  cent,  as 
the  mortality  of  croupous  pneumonia  in  young  children, 
which  is,  of  course,  far  lower  than  in  grown-up  people. 
There  are  probably  two  reasons  for  the  better  prf>gnosis  in 
croupous  pneumonia  in  young  children.  One  of  them  is 
the  great  reserve  power  of  the  lieart,  so  that  you  do  iK>t 
easily  get  paralysis  of  the  right  ventricle  from  overdisten- 
sion. The  other  reason  probably  is  that  children  have 
usually  verv  healthy  kidneys,  and  there  is  nothing,  i  sup- 
pose, "except  alcoholism,  which  often  goes  with  it,  which 
makes  the  iMrognosai  in  pneumoiBft  nwwe  w^wnrobte  thwi 
damaged  kidneys. 

In  spite  of  what  I  have  said,  1  shoukl  be  sorry  if  you  went 
away  with  the  impression  that  you  should  always  be  able 
to  teU  ft  case  of  croupous  from  one  of  broncho-pneumonia 
if  you  only  pay  attention  to  the  points  indicated  above. 
That  is  certainly  not  the  ca.se  ;  often  you  will  have  great 
difficulty  in  distinguisWng  between  them.    For  although 
broncho-pneumonia  may  begin  in  scattered  patches,  it 
it  apt  to  become  confluent,  and  to  produce  dulness  over 
the  whole  of  one  lobe.   Further,  some  cases  of  broncho- 
pnettmonia  present  very  much  the  same  kind  of  tempera- 
ture as  one  sees  in  true  croupous  pneumonia,  and  ri.ay  even 
end  by  crisis.    I  have  seen  it  stated  that  in  such  cases  the 
pneumocoecua  is  the  exciting  cause  of  the  disease .  Whether 
that  is  true  or  not  I  cannot  tell  you,  but  I  think  that  it  is 
probable  that  in  future  we  shaU  learn  to  classily  cases  o! 
pnenmonia  in  children  according  to  the  parfcictilar  orgamsm 
which  excites  them  rather  than  by  their  lobular  or  lobar 
distribution.    From  the  point  of  view  of  prt^nosis,  that 
would  be  a  great  advance,  for  there  is  reason  to  believe  that 
cases  which  are  due  to  the  pneumococcus  run  a  more 
favourable  course  Oian  those  which  are  of  streptococcal 

origin.  ,        ^  , 

In  the  treatment  ol  broncho-pneuiwwto  careful  nursing 
»  of  ^  first  te#<»tMB©.  The  chM  iho^  be  kept  ^me^ 
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and  free  from  any  excitement.   He  shouW  he  placed  in  an 

airy,  wcll-vciitilatcd  room,  and  no'  in  a  tf;,'.  The  bed- 
clothes .should  not  he  too  lieavv.  aiui  tl.v  child's  position 
in  bed  shotild  be  perpetu.-illy  ehani^i- 1.  '"'are  gtionld  be 
taken  not  to  overfeed.  Even  the  best  nurses  are  apt  to 
fall  into  this  error  sometimes.  The  diet  should  consist  of 
diluted  milk  and  broths,  and  cold  water  may  be  given  freely 
for  thiret.  Linseed  poultices  are  sometimes  useful  if  applied 
to  the  back.  ])ut  they  are  apt  to  encumber  respiration  too 
mueh  by  their  weight  if  placed  on  the  front  of  the  chest. 
Antiphlojfistine  is  not  open  to  this  objection,  and  is  useful 
if  tluM'e  be  pain.  If  the  temperature  l)e  running  high,  I 
have  found  cf)ld  compresses  useful.  They  are  prepared 
by  wringing  a  towel  out  of  water  at  the  temperature  of 
the  room,  wrapping  it  loosely  round  the  chest,  and  then 
covering  it  with  jaconet.  The  compress  should  be  changed 
every  three  or  four  hours.  Such  applications  are  u.seful 
in  several  ways.  They  lower  the  temperature  ;  by  making 
the  child  draw  a  deep  breath  when  first  applied,  they  tend 
to  prevent  collapse  (A  pi^tsof  the  lung,  and  they  afterwimiB 
act  as  poultices. 

Drug  treatment  is  quite  secondary  in  importance  to  the 
measures  I  have  just  described.  Avoid  the  routine  use  of 
expectorants  ;  they  arc  only  useful  when  there  is  much 
coexisting  bronchitis,  and  are  then  to  be  employed  according 
to  the  same  rules  as  in  that  disease.  If  cough  is  very 
teasing,  small  doses  of  paregoric  are  useful.  Some  also 
recommend  belladonna,  but  I  have  not  had  much  ex- 
perience of  it.  Strychnine  is  of  value  as  a  general  stimu- 
lant. It  may  be  given  in  doses  <rf  1  minim  of  the  liquor 
every  four  hours  to  a  oliild  of  one  year.  If  there  be  much 
restlessness  and  a  poor  pulse,  15  to  30  minims  of  good 
ln»ndy  may  be  given  in  addition.  In  sleeplessn^  bromide 
of  ammonium  in  5  to  10  grain  doses  is  probably  the  best 
remedy,  but  veronal  may  be  used  instead,  ff  there  be  much 
cyanosis,  oxygen  inhalation  should  be  tried,  but  too  much 
should  not  be  expected  of  it. 

When  the  riglit  lieart  is  overdistciided  and  the  jugular 
veins  very  full  and  pulsating,  I  have  often  douo  venesection 
from  the  jogular  with  distinct  benefit.  A  few  leeches  along 
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the  cdstal  niarf?in  may  be  used  instead  if  tliere  is  a  prejudice 
agaiast  venesection,  but  they  are  not  so  effective. 

During  convaloBcence  tonics  and  good  feeding  are  neoes- 
sarv,  and  care  shouhl  be  taken  to  promote  complete  resolu- 
tion of  the  affected  parts  of  the  lung .  Change  of  air  is  often 
the  most  potent  means  of  securing  this  end. 

In  concluding  thm  sabjeot,  I  may  quote  to  you  as  a 
good  summary  of  things  to  avoid  an  American  doctor's* 
'  prescription  for  killing  a  baby  with  pneumonia  ' : 

'  Crib  in  far  corner  of  room  with  canopy  over  it.  Steam- 
kettle  ;  gas-stove  (leaky  tul)ing)  ;  room  at  80°  F.  Many 
gas-jets  burning.  Friends  in  the  room,  also  the  pug-dog. 
Chest  tightly  enveloped  in  waistcoat  poultice.  If  child's 
tomperatnre  is  lOS"  F.,  make  a  poultice  thk^k,  hot,  and 
tight.  Blanket  the  windows  ;  shut  the  doors.  If  these 
do  not  do  it,  give  coal-tar  antipyretics,  and  wait.' 

PLEURAL  EFFUSION. 

Pleural  effusions  are  not  uncommon  in  children,  and  are 

apt  to  be  overlooked.  Here,  again,  physical  signs  are  of 
doid)tfu)  value.  There  will  be  dulness  over  the  effusion, 
but  this  need  not  be  very  intense  ;  and  not  uncommoidy, 
owing  proi)ably  to  the  great  conductiTity  of  the  child's 
chest,  which  I  have  already  spoken  of,  the  breath-sounds 
are  preserved  over  the  affected  area,  and  may  even  have 
a  feebly  bronchial  character.  Hence,  as  you  will  rwdily 
und^tand,  pleural  effusion  is  not  always  easy  to  dkgnose 
from  consolidated  lung,  and  sometimes  you  can  only 
make  sure  of  its  existence  by  exploration.  You  need  have 
the  less  hesitation  in  having  recourse  to  this  aid  if  yott 
remember  that  in  any  case  it  is  practically  impossible  to 
decide  between  clear  fluid  and  pus  without  the  use  of  the 
needle.  The  general  symptoms  will  not  help  you,  for  clear 
effraiion  fe  often  attended  by  a  greater  d^ree  of  fever  than 
empyema  ;  and,  indeed,  the  symptoms  of  the  latter  in 
young  children  are  often  curiously  slight.  Even  the 
presence  or  absence  oi  a  leiMJoejrtosli  no  cwtain  guide. 
It  may  be  well  for  you  to  remember,  however,  that  below 
*  Dr.  W.  P.  Nertfamf,  MtiM  J^mS,  N.Y..  1905,  IxviL,  p.  2S3. 
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the  age  of  three  clear  effusions  are  rare,  whereas  empyema 
is  comparatively  common,  ,      ^  j  .1^ 

The  treatment  ol  pltiiwa  fM^  I  need  not^  descnbe, 
as  it  must  be  comluctcd  on  exactly  the  same  hues  as  m 
grown-up  people. 

runKRCULOsis. 

I  have  already  referred  to  pulmonary  tuberculosis  in 
childiiood,  but  L  would  again  emphasiae  the  fact  that 
Mists  as  it  occurs  in  the  adidt  praclicalln  Hnhw>n, 
children  hhw  iho  of  pxhfvh,.  It  is  true  that  phth.s.s 
is  cou^ta.itlv  diagnosed  in  children,  because  a  slight  cough 
is  present,  and  the  child  is  wasting,  but  the  vast  majority 
of  such  cases  are  really  examples  of  chronic  dyspepsia 
with  a  throat  cough.  Patches  of  .  repitation  are  also  met 
with  sometimes  in  the  lungs,  which,  when  they  occi^  m 
the  upper  lobes,  may  closely  simulate  phthisis  ;  but  they 
clear  up  completely,  and  are  apparently  due  to  local  areas 
of  catarrh.  The  condition,  however,  which  is  perhaps 
oftenest  mistaken  for  phthisis  in  the  child  is— 

PULMONARY  FIBROSIS. 

This  is  relativelv  common,  especially  in  patients  of  the 
hospital  class,  but  it  is  very  rarely  tuberculous.    In  the 
great  majority  the  condition  dates  from  an  attack  of 
broncho-pneumonia  in  very  early  life,  which  has  never 
properly  cleared  up.  but  has  1.>.1  to  a  condition  of  chronic 
interstitial  intUimmation,  sometimes  attended  by  dilata- 
tion of  the  bronchi  and  the  formation  of  bronchiectatic 
cavities     The  physical  signs  consist  in  .Ir.Iness,  usually 
over  the  lower  part  of  the  lung,  with  weak  breath-sounds 
and  crepitation.    Here  and  there  cavernous  breathing  and 
the  occurrence  of  whispering  pectoriloquy  may  .nd.cate 
the  existence  of  a  .  nvitv.  an<l  if  the  right  base  be  affected, 
the  heart  may  be  displaced  towards  that  side  ^ 
The  symptoms  are  often  surprisingly  slight.   The  chUtt 
may  look  fairly  well-sometimes  even  blooming-  but  there 
is  usually  more  or  less  cough,  which  varies  greatly  in  severity 
at  different  times,  and  which  may  be  attended  by  proftise 
expectoration,  which  is  oecuBionaUy.  though  rarely,  offen- 
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sive.  Attacks  of  intercurrent  bronchitis  or  of  localized 
pneumonia  round  the  dilated  tubes  are  common,  and  at 
thexe  times  morr  or  less  fcvt-r  (U-volops. 

When  thv  ( oiulition  has  lasted  sonic  time,  the  chest  may 
become  tletoimed  and  the  fingers  clubbed.  The  ultimate 
fate  <rf  thew  eases  k  ancortain.  Bfony  of  them  owtaiidy 
seem  to  live  a  long  time,  but  they  may  succumb  to  an  inter- 
current bronchitis  <u-  pneumonia,  or  to  an  attack  of  hamiop- 
tysis.  Mori'  rarely,  secondary  complications  set  in,  such 
as  cerebral  abscess,  and  a  certain  number  die  in  adolescence 
of  ri<?ht-li('art  failure,  much  as  a  case  of  emphysema  in  the 
adult  does,  in  a  small  number  tuberculosis  becomes 
secondarily  grafted  on  the  or^iiml  infection,  and  ulti- 
mately proves  fatal. 

The  treat nuMit  of  these  cases  is  not  satisfactory.  If 
possible,  one  should  guard  them  against  further  attacks 
of  bronchitis  by  sending  them  to  live  in  a  warm,  dry  climate. 
When  this  is  impossible— as  it  usually  is — one  should  do 
all  one  can  to  maintain  the  general  health  at  as  high  a  level 
as  possible,  on  much  the  same  lines  as  in  cases  »rf  asthma. 
Oo<l-liver  oil  is  useful  during  the  winter  months.  If  there 
is  much  bronchiectasis,  it  is  advisable  to  empty  the  tubes 
each  morning  by  '  inverting  '  the  child,  and  the  administra- 
tion of  such  'pulmonary  antiseptics  '  as  creosote  and  guaiacol 
often  may  hclj).  Garlic,  also,  is  a  useful  drug,  and  children 
usually  take  it  readily  enough.  It  may  be  given  along  with 
cod-liver  oil — e.g. : 

Emuls.  ol.  iiiorrh.  I  . .    SS  Si. 

Syr.  aUii  acet.     /  " 

Thrice  daily  after  food. 

I  have  tried  vaccines  in  these  cases  without  any  success, 
the  difficulty  being  to  find  the  organism  which  is  responsible 
for  the  condition.  There  is  usually  either  no  sputum  to 
be  obtained  at  all,  or,  if  there  is,  it  swarms  with  all  sorts 
of  bacteria. 

When  all  is  said  and  done,  one  cannot  do  much  for  tliese 
unfortunate  patients,  and  therefore  it  is  all  the  more  impor- 
tant to  prevent  the  development  of  theconditiontostart  with, 
which  can  be  done  by  insuring  complete  convalescence  after 
every  attack  of  teoncho-pneumonm,  no  matter  how  slight. 
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80X1  FUNCTIONAL  MSBVOUS  DISEASES  OF 
0BII.DHOOD 

Gentlkmen— In  tliis  and  the  Huccoetling  Iftture  1  propose 
to  study  with  you  some  of  the  functional  nervous  disorders 
of  chihihood.  which  make  up  a  group  of  diseases  of  great 
pathological    interest    and   much    practical  importance. 
When  you  go  into  practice  you  will  be  struck  by  the  fre- 
quency with  which  fnnctioiMl  disease  of  the  nervous  system 
exhibits  itself  in  your  younger  patients.    One  great  reason 
for  this,  no  tloubt,  is  the  comparative  instability  ol  the 
nervous  system  in  early  life.    It  is  a  nervous  system 
which  is,  so  to  speak,  still  in  the  making.   It  has  not  yet 
settled  down  into  the  stereotyped  form  characteristic  of 
mature  life.     The  liiglier  centres  are  as  yet  imperioctly 
developed,  the  lower  incomptetely  controlled,  and  the 
paths  of  nervous  impulses  not  clearly  laid  down.  Hence 
abnormal  forms  of  nervous  action,  manifesting  them.-«elves 
chiefly  in  defective  co-ordination,  spasmodic  muscular  con- 
traction, and  unchecked  reflex  excitability,  readily  become 
estaldished.  Several  factors  may  coti\e  into  play  in  rendering 
such  abnormal  action  easier.    First  of  these  is  a  nervous 
heredity.   Some  babies  are  obviously  'neurotic'  from 
the  moment  of  their  birth.    They  are  easily  frightened, 
and  start  and  tremble  at  any  sudden  noise  or  unaccustomed 
sight.    Sucli  children,  you  can  readily  believe,  will  easily 
become  the  subjects  of  functional  disease  of  the  nervoas 
s\sl(  in.    But  more  im{)ortant.  because  more  frequent  than 
a  neuropathic  heredity,  .ire  two  factors  which  by  universal 
coment  are  admitted  to  play  a  lai^e  pai  t  in  the  jMrodwstion 
of  the  group  of  diseases  at  ])resent  under  consideration 
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These  are  in  young  children  rickets,  and  in  older  cliildren 
rheumatiMm.   SlekHi  Ut  riMttttttlni  am  the  ptedltiKwen 

par  euollnirf  to  all  forms  of  functional  nervouH  disease. 
Why  shoulil  rickets  render  the  children  who  are  the  sub- 
jects of  it  more  liable  to  suffer  from  nervous  trovMe  ? 
I  think  it  is  probably  to  be  attributed  to  the  fact  that 
rickets  is.  after  all.  only  a  form  of  malnutrition,  and  all 
f«.rms  of  malnutrition  tend  to  alfect  th'-  higheHt  centres 
first  ;  henee  the  cortex  is  weakened,  and  its  control  over 
the  lower  (ciitres  diminished.    How  rluMimalism  predis- 
poses to  these  diseases  I  do  not  know,  but  one  knows  as  a 
clinical  fact  that  rheumatic  children  are  much  more  subject 
to  functional  nervous  disordCTs  of  all  sort.s  than  those  who 
are  not  similarly  affected.    T  would  take  chorea  as  an  ex- 
treme example  of  that  tendency.   Chorea  is  only  a  func- 
tional ilisorder  of  the  brain,  of  some  part  of  tihe  cerebral 
cortex,  and  it  is  almost  invariably  assin  iated  with  rheuma- 
tism.   Now,  chorea  is  a  functional  disorder  which  you  are 
not  likely  to  forget,  because  it  is  a  dramatic  disease  and 
advertises  its  pn  sence ;  but  I  want  you  to  remember 
that  what  is  true  of  chorea  is  true  also  of  otlier  less  con- 
spicuous nervous  disturbances — namely,  that  they  are 
specially  prone  to  occur  in  children  of  rheumatic  tendency. 

Another  point  I  want  to  insist  upon  before  I  proceefl  to 
deal  with  the  different  neuroses  in  (L>tail  is  the  question 
of  inco-ordination.  Wnen  you  study  tliose  nervous  diseases 
more  closely  you  will  find  that  what  you  have  to  deal 
with  in  nearly  every  one  of  them  is  an  inco  ordinate 
acticni  of  the  nerve-centres.  It  need  not  be  surprising  to 
you  that  a  lack  of  co-ordi»n,tion  forms  the  basis  at  most  of 
these  neuroses,  because,  as  you  know,  a  baby  is  to  a  large 
ext<'iit  an  inco-ordinate  machine  ;  at  all  events,  it  has  not 
yet  learnt  to  harmonize  many  of  its  movements  properly. 
A  yo»  •  hild  has  not  yet  learnt  to  co-ordinate  and  control 
the  action  of  the  expelling  and  sphincter  muscles  of  the 
bladd'  r  ami  rectum  ;  nor  has  he  learnt  to  control  properly 
the  muscles  which  hold  up  the  head.  And  not  even  by  the 
t'me  he  is  a  year  old  has  he  acquired  sufficient  co-ordina  t  ing 
power  t.  enable  him  to  walk.  So  you  need  not  be  sur|)riscd 
that  a  mechanism  which  has  been  but  recently  and  im- 
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jM»rfi'<  tlv  !u  i|iiin  <l  >li(iwl(l  Im-  nvidily  throw  i  .lit  t»f  gear,  atwl 
that  tnt  t»  t»rtimatiou  nIiouUI  be  a  striking  t»  ature  of  Hitwt 
{twtm  dl  faiKtioaal  trntvom  dkmm  in  diifalbood- 

FA€IAL  MttlT^ILlTY. 

I  want  now  to  pass  to  the  >tudy  (rf  sraie  of  fho>.  ucrvous 
(lison!  I  'n  !  tail.  And  first  of  all  I  wbh  to  n  .  iiuou/urMi/ 
inilab  f<l:>.  <  I  ('livtKHtfkV  si>,'n.  ThiB  w  not  a  <t»««»w»e,  tet 
a  Hympiom.  It  is  a  danger-signal  by  wl..*  Ii  \»\.  r«'«  «.yf»Be 
the  t*  !i.l«  m  V  on  the  part  of  the  .  hihl  t..  sutfci  fn.i  •-'■nf 
gerioii  torni.s  of  norvouM  disorder.  Facial  irritabilil\  is  so 
called  b'-enifso  when  you  t«{>  owr  the  fet^wl  nerif©,  below 
the  iiii  lur  b.nH-.  you  gt-i  a  t  ontnu  tion  of  t  'le  faci*l  mnsclt  s. 
The  pLt-noiDciion  is  not  peculiar  to  the  f:u  e,  for  if  yuu  tap 
almitst  aiu  cxposi  .1  ihm  vc  you  get  a  similar  muscular  con- 
traction. In  other  w©rdt».  there  is  an  t  xaggorated  excit- 
abiliiv  of  the  nerves  !  >  mechanical  stinu  ii  the  basis  of 
Chvo^n  k's  sign.  I!  h»t  nigu  is  pr<  -eul  ;  ou  know  that  the 
nervous  system  is  ia  an  taitiAlp  mnd  wa^hie  omdtttion, 
and  will  be  prone  to  be  affetted  by  eoav Aive  and  sp^miMlio 

Li  t  us  ta'-c  next  /(/  ///c  ^///".s'  siridnluH.  That  is  a  s<  riouH 
and  sometimes  fatal  form  >f  iu  r\  as  dii4ca.-c,  which  clH»^s^.^tM 
essentially  in  an  iw«-or<lto«rt»«  of  the  ma»cW«  «rf  Ae 
larynx.  It  i>  duf  t*.  a  spa*l»odic  closuic  •  f  the  g  ti-^. 
rciidcriiig  tin- child  (•  t he  time  being  incapabtt  '  I  ;ca  nm- 
Here  you  will  alaiosi  invariably  find  tliat  the  i  Ht»* 
ing  from  rickets,  that  great  prejlisposer  to  h«  ^ 
Vou  will  get  the  history  thai  Mom  time  ■  »  ^ 
tops  breathing,  throws  back  the  head,  bet  --n  « 

he  face,  and  thea  sudderfy  amits  a  erowii^  :^#ttlld,  at 
which  he  may  cry  a  little  as  d  fright etwd,       *oon  ret^ 
to  his  to\  -     There  is  here,  tlien.  a  fieriod  =»f  ii=*n{Ba — thai 
is  to  say,  cessation  of  breat hing— followed  b\    i  crowing 
inspiration  ;  anft  these  are  tfea  ch»ract«r»tic         "i  Iar  \ 
gismu-  stndulu>     TIm-c  a       ks     M  eome  c    i.  -re  in  th  • 
ni^ht  ami  m  the  early  moi  ,=iig  thau  at  any  >!her  ^  irt  <  * 


the  twenty-four  u  and  lu  v  m  ily  '»«•  cxcitrd  l)y 
any  oxtttTwJ  irrit  itioi  by  laughing  litkliiig  <  .  tlu-  thnmt, 
a  (iraugM  <rf  air  hiowina  "pw**  the  ehiWn  face  when  wileep, 
or  by  any  &HiotK>nal  'lisltiil»an(  ■  At  first  tht-  attacks 
o(  ur  on'  It  rare  inttTvalH.  hut  .y-and-by  they  btt-onu) 
Hum'  i  4  t  ul.  -.o  that  the  child  m  ly  have  a  great  many 
w{.iasim  in  the  emirse  of  the  d»y.  What  are  you  lialtif  to 
tn»«tak«-  lar\  !i«{i>i!ui.s  for  '  First  <>f  all,  y<>w  inijfht  iiiistaiie 
it  for  II  i^f  f'iktl  laryiiy  'U  ulridor  I  shall  hpeak  of  that 
i  nidinoi  nvm-  fully  mum.   MeMtimt  T  will  only  nay  that 

^ridor  dates  lioiii   liirth,  whereas 
UNiially  aftVcfs  cliildrcn   who  are 
old.    So  that  pr'M   r  attention  to 
nese  caws  will  keej      «  right  in  the 
■  ftw<<     these  two  ■      iitions.  Next 


e*  i  ^enrt}!  i  l*r--. 
I;  r    igiwmi!"   >*!  <li 
al>oi!t  ei^f^'     i  < 
the  i  tstoi 
matt  '  o'  , 


\ou  w 
gea 
attar  ^ 
ilohi 

a 

t 


isiii 


se  1 
I  hi. 


ftst  for  «©vei«l  ho 
■dfc     t  nionu  iitarv. 


»r  croup,  the  uttarrhal  laryn- 
already  spoken  ;  but  cr<»op 
.  wh^an  laryngismuH  -ft! 

Xext.  \  oii  mijiht  conc-civahl 
.*•  it  lor  irh'foping-eouyh ;  l)ut      umping  lough  is 
^tristt^d  by  a  series  of  short  expirations  followed  by 
rboopi^  inspiration,  whereas  lar-'  nt'i  nus  stridulus  is 
raet«r»ed  by  a  period  of  apncsa      ^tweil  by  inspira- 


l  have  said, 
1  not  be  too 
d  of  a  con- 
of  this  disease. 


iryngisiBiw  may  be  a  serious  dise* 
cii      en  sMinetimes  die  in  an  attai 

ntkli      in  your  prognosis.   The  stoi  v 

!t  nt  who  was  summoned  to  see  a  cast 
He  lid  there  need  be  no  alarm,  toi  these  children  pt^u  ti- 
call\  ahvay>  fjot  well  :  hut  as  he  Avas  going  out  of  the  house 
he  was  called  back  to  liiul  that  the  chihl  was  already  dead. 
We  now  come  to  towitaiMit.  First  of  all,  how  are  you  to 
treat  an  attack  whe  i  is  in  jmxgress  ?  What  von  have 
•o  do  is  to  tiy  to  promote  the  taking  of  an  inspiration,  and 
this  you  can  perhaps  best  do  by  dashing  cold  water  on  the 
child's  face,  or  by  tickling  the  fauces.  If  tlic  spasm  lasts 
an  alarmingly  long  time,  give  a  whitT  of  chloroform  if  you 
are  able  to  do  it  yt)urself,  or  if  there  is  some  responsible 
person  to  whom  you  can  entrust  the  administration.  That 
will  generally  catue  the  spasm  of  the  hxyngeai  mmcte  to 


i 


I 
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pass  off  and  re-estabHsh  the  respiration.   The  application 
of  a  hot  sponge  over  tlie  larynx  is  also  of  use.    Xoxt,  hr)w 
are  yon  to  ward  off  future  attacks  <    A  great  deal  can  be 
done  by  keeping  the  child  quiet.   It  must  not  be  annoyed 
in  any  way  ;  it  must  not,  as  someone  has  said,  be  'tickled, 
tossed,  or  teased,'  because  emotional  disturbance  and 
physical  stimulation  are  exciting  causes  of  attacks.   It  is 
well ,  also,  to  cahn  down  the  nervous  system .  The  sedat  i  ves 
which  you  employ— and  I  shall  have  occasion  to  speak  of 
them  repeatedly— are  bromides,  chloral,  and  antipyrin. 
These  three  drugs  are  very  useful  in  all  the  fuMtional 
nervous  disorders  of  childhood,  and  children  stand  all  of 
tlKMU  well,  particularly  chloral,  which  yoii  can  always 
give  ])oldly.    Seeing  that  rickets  is  the  great  prcdisposer 
to  those  attacks,  I  need  hardly  tell  you  how  important  it  is 
to  treat  the  rickets.   That  is  never  to  he  lu  jiUclcd.    It  is 
absolutely  necessary  to  re'oi,'ni/.e  the  rickety  element  and 
to  treat  it  by  a  change  of  diet,  by  cod-liver  oil,  iron,  and 
BO  on  :  and  it  is  only  in  order  to  give  those  measures  time 
to  fake  effect  that  you  meantime  give  bromide  and 
chloral. 

CONCEMTAL  LARYNCiKAL  STHIUOK. 

I  wish  next  to  consider  briefly  the  c«m«litioii  called  con- 
genital laryngeal  stridor,  which  I  told  you  might  be  mistaken 
for  laryngismus  stridulus.  Conginital  laryngeal  stridor  is 
a  disease  the  pathology  of  which  is  still  under  dispute. 
It  is  believed  by  s<mie  to  be  due,  like  laryngismus  stridulas, 
to  an  inco-ordination  in  the  larynx.  Aecfflrdii^  to  this 
view,  it  might  be  described  as  a  stammer  of  respiration. 
When  one  makes  an  inspiratory  effort,  if  the  muscles  are 
properlv  co-ordinated,  the  vocal  cords  fly  apart  to  allow  the 
air  to  pass  in.  And  those  who  hold  this  theory  maintain 
that  in  congenital  laryngeal  spasm  this  docs  not  happen. 
The  child  i:\ixvs  his  chest,  but  docs  not  at  the  same  moment 
open  tlie  larynx,  and  it  is  only  a  seeond  ot  fraetkm  <rf  » 
second,  later  that  the  cords  fly  apart,  and  so  there  is  a  little 
catch  as  the  air  comes  in.  The  "th^r  view— which  is  held 
by  Dr.  Lack,  of  this  hospital,  amongst  others— is  that  you 
have  to  deftl  in  congenital  Uxyi^ui  sldck»        »  mrffor- 
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mation  of  the  larynx,  coasisting  in  a  curving  in  of  the 
epiglottis  and  flabbiness  of  the  false  vocal  cords,  which  allows 
the  larynx  to  fall  in  upon  itself  during  inspiration,  and  that 
it  is  in  that  way  that  the  symptoms  are  produced.*    I  shall 
not  attempt  to  decide  between  these  two  views,  but  would 
say  that  it  is  admitted  by  all  parties  tliat  the  disease  is 
(•(mgenital.  and  that  towards  the  end  of  tlie  first  year  of 
life  it  tends  to  disappear  quite  spontaneously.    So  far  as 
I  know  it  has  never  proved  fatal.   What  are  its  ormptOBUP 
The  child  will  be  brought  to  you  when  quite  a  young  infant, 
usually  only  a  few  weeks  old,  with  the  complaint  that  it 
makes  a  curious  noise  on  breathing  ;  and  you  will  be  able 
to  hear  a  slight  crowing  or  purring  going  on  in  the  throat, 
simikr  to  the  nnix-  wliich  you  may  hear  a  cat  make.  This 
sf)und  goes  on  more  or  less  continuously,  but  is  apt  to  be 
h)uder  if  the  child  gets  excited  or  agitated.   During  sleep 
the  noise  is  almost  inaudible.    Laryngismus  sti  xlulus,  on 
the  otlier  hand,  is  not  congenital,  and  it  is  essentially  dis- 
continuous.   One  other  thing  which  you  may  mistake  it 
for  is  adenoids  in  their  congenital  form,  but  of  this  I  shall 
have  occasion  to  speak  again  (l^ecture  XXIX.).  Inasmuch 
as  congenital  laryngeal  stridor  tends  to  disappear  towards 
the  end  of  the  first  year,  it  is  not  necessarj^  to  pursue  any 
active  tcM^o^t.  I  e«n«>t  »%idy  myaeXt  ^t  cbri^  faftve 
any  effect  upon  it. 

TETANY. 

The  next  functional  disorder  of  infants  is  the  condition 
termed  tetany,  or  carpopedal  spasm,  a  name  which  describ«i 
the  leadii^  feature  of  the  disease — namely,  a  spasmodfc 
contraction  of  the  flexor  muscles  in  the  front  of  the  fore- 
arm and  the  back  of  the  leg.  You  find  the  wrist  flexed,  and, 
as  the  interossei  also  participate  in  the  spasm,  there  w 
flexion  <rf  the  first  phalanx  and  extension  of  the  other  two. 
In  addition  the  thumb  is  <.ften  tucked  into  the  palm,  so 
that  the  hand  assumes  a  conical  shape,  which  has  been 
d^ribed  as  thf  •obstetric  position,'  because  that  is  the 
position  in  which  the  obstetrician  puts  his  hand  when 
inserting  it  into  the  vagina.  You  may  also  find  a  degree 
•  ^t^a  note  at  eud  of  Lecture. 
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of  (I'di'ina  on  the  (lorsiim  of  tlu'  haiul,  and  that  the  skin 
iook.s  j)ink  or  purple  and  somewhat  ghized,  and  that  on 
handling  it  it  seems  to  be  tender.  What  this  is  due  to  I  do 
not  know.  It  may  be  produced  meehaniially  hy  the  con- 
tinuous spasmodic  contraction  of  the  muscles  interferil^ 
with  the  proper  return  of  the  blood.  The  position  of  the 
feet  resembles  that  of  the  hands.  The  toea  are  flexed  and 
curled  into  the  .-M>k's,  the  he^  Is  drawn  up.  and  the  dorsum 
of  the  fotjt  is  often  somewhat  puffy.  If  you  examine  the 
electrical  reaction  of  the  affected  mmcles,  you  find  that 
tlu'ir  excitability  is  increased,  and  the  anodal  closi^  con- 
traction is  greater  than  the  cathodal. 

The  causes  of  this  condition  are  two  in  number.  In 
children  of  about  eighteen  months  old  it  is  very  commonly 
associated  with  rickets.  In  younger  infants  you  will  find 
it  coming  on  after  an  attack  of  diarrhoea.  What  the  cause 
of  the  spasni  is  is  not  known.  Sometimes  you  meet  with 
a  similar  disease  in  grown-up  people.  It  is  one  of  the 
curious  and  rare  complications  of  dilated  stomach.  It  is 
assumed  that  in  such  a  case  you  have  to  do  with  chronic 
poisoning,  the  result  the  absnrption  of  toxic  material 
from  the  decomposing  contents  of  the  stomach.  Arguing 
from  that,  some  people  say  that  tetany  in  young  infants  is 
produced  in  a  similar  way.  It  may  be  so,  and  its  associa- 
tion with  diarrhoea  is  suggestive  ;  but  there  is  no  proof  ot 
it.  Tetany  is  not  a  fatal  disease,  but  it  is  a  painful  one. 
You  must  first  of  all  treat  the  rickets,  if  there  be  an} ,  and, 
whilst  your  anti-raohitic  treatment  is  takii^  effect,  you 
must  administer  nerve  sedatives.  And  of  those  I  would 
recommend  the  bromiiles  and  chloral  in  p  eference  to 
antipyrin.  Hot  baths  are  also  useful,  for  they  tend  to 
relax  the  spasm  when  it  is  very  severe . 

HEAD  NODDING. 

Lastly.  1  want  to  speak  of  a  disease  which  is  of  con- 
siderable interest  and  rarity,  anil  that  is  head  nodding. 
This  comlition  of  head  nodding  has  several  sxnonymg. 
Sometimes  it  is  called  spasmus  nutans,  sometimes  gyro- 
spasm,  and  sometimes  it  is  spoken  of  as  simply  rotatory 
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liead  spasm,  or  head  jerking,  or  head  rotation.  Either 
head  nodding  ur  spasmus  nutans  is  the  best  term  to  use. 
In  it  you  have  to  deal  vith  slight  continuous  iiioveiiients  of 
the  head,  whieh  tend  to  occur  in  young  children  who  are 
usually  about  a  year  old  or  a  little  older.  VV'hen  the  child 
is  brought  to  you  the  mother  points  out  that  the  head  is 
kept  moving.  Sometimes  the  movement  is  up  and  down, 
sometimes  it  is  from  side  to  side — a  sort  of  pendulum  move- 
ment— and  sometimes  a  combination  of  those  forms  in 
different  degrees.  The  essential  point  is  a  slight  more  or 
less  contiimous  and  apparently  involuntary  movement  of 
the  head.  When  you  come  to  examine  these  cases  more 
carefully  .\ ou  will  Ond  that  a  majority  of  them  suffer  from 
nystasmns  also.  The  nystagmus  may  be  from  side  to 
side,  or  it  may  be  vertical  or  of  the  rotatory  form,  or  it  may 
be  a  combination  of  these  varieties.  And  you  may  find 
in  such  a  case  a  form  of  nysti^mus  which  you  do  not  find 
anywhere  else — that  is  to  say,  a  form  in  which  the  eyes 
tend  to  jerk  towards  one  another  and  then  to  fly  apart. 
In  most  cases  of  nystagmus,  as  you  probably  know,  the 
axes  of  the  eyes  remain  piffallel.  but  to  th»  form  the  Urm 
'convergent  nystagmus  '  is  applied. 

Here,  again,  it  is  believed  you  have  to  deal  with  an  inco- 
ordination of  the  eye  and  h^wi  movements.  The  young 
child  has  just  learnt  to  co-ordinate  the  movements  of  the 
eyes  and  head  ;  he  is  just  learning  to  turn  his  head  in  the 
direction  in  which  he  wants  to  look,  and  a  very  slight 
disorder  may  temporarily  deaMnge  that  co  -  ordinating 
mechanism.  It  has  been  compared  to  miner's  nystagmus 
for  a  reason  which  I  shall  tell  you  of  immediately.  The 
interesting  point  which  connects  the  movements  of  the  eyes 
and  those  of  the  head  is  that  the  movements  of  the  head 
tend  specially  to  come  on  when  the  child  tries  to  fix  any- 
thing with  his  eyes.  If  you  persuade  the  child  to  look 
steadfastly  at  you,  yon  win  find  that  the  nystagmus  in- 
creases and  the  head  commences  to  nod.  If  the  nystagmus 
is  present  in  one  eye  only,  the  movements  sometimes  cease 
when  that  eye  is  covered  up.  This  condition  tends  to 
occur  with  marked  frequency  at  one  part  of  the  yewv— 
nan^ly,  in  mid-winter.   On  a  chart  on  the  wall  there  wre 


218        LECTUBE8  ON  DISEASES  OP  CHILDBEN 

set  otit  all  the  collected  cases  of  head  nodding  whit  h  an- 
on moid.*  and  you  will  observe  that  the  maximum  fre- 
quency is  in  the  month  of  January.    In  tlie  other  months 
you  will  see  there  are  hardly  any  ctme»  at  all.   Why  is 
head  nmlding  almost  confined  to  this  particular  part  of 
the  year      An  explanation  which  has  been  advanced  is 
that  it  is  due  to  the  al»Hence  of  sonshine  at  this  time.  And 
som»of  y<m  who  saw  a  recent  case  of  tlie  disease  in  the  f)Ut- 
patient  rwwi  will  n  tn.  inbci   'bat   'he  niotiier  admitted 
that  the  chUd  lived  m  a  very  dark  room  «>n  the  ground- 
floor  ;  and  it  is  vmdet  swh  coBdiims  that  disease 
B«)st  coninionly  appears.    That  is  why  peopfe  have  com- 
pared tliis  form  of  nysta<;tniis  with  that  kiwwn  as  miner's 
nystagmus,  wiiich  is  due  to  tlie  constant  strain  of  nsing 
eyes  in  compwwtive  darkness.   Now,  although  that 
explanation  is  ingenious,  and  lias  much  to  commend  it.  it 
is  not  universally  accepted,  and  in  many  cases  it  is  im- 
possible to  find  that  the  children  who  are  the  s^jects  erf 
the  condition  have  lived  in  <lark  bouses  ;  some  of  my  cases 
have  occurred  in  the  sid.inbs  or  in  tlie  country,  where  there 
is  as  mudi  light  as  can  be  met  with  in  this  country  in  the 
winter. 

Tliat  brings  us  to  speak  of  the  diagnosis.    The  only 
condition  for  wliich  you  are  likely  to  mistake  head  nodding 
is  mlaam  convulsions,  whkjh  comist  essentially  of  sway- 
ing or  nodding  movements  of  the  body,  wliich  appear  to 
be  ei)iieptic  in  tlicir  nature,  one  of  the  forms  of  petit  mal. 
But  head  nodding  is  associated  with  nystagmus,  and  occurs 
partfcularly  at  one  time  of  the  year,  and  tends  always  to 
pass  off  after  a  shoit  time.    There  are  certain  automatic 
movements  which  iiliots  are  apt  to  make  which  you  may 
abo  mistake  for  head  nodding,  such  as  sAvajing  move- 
ments, baling  of  the  head,  or  knocking  of  it  against  the 
pillow  :  but  all  tlu'se  movements  are  much  more  gross, 
and  are  larger  in  their  range,  than  tlie  typical  head 
nodding. 

The  prognosis  of  this  disease  is  perfectly  <j.o(m\.    If  you 
Iwve  it  alone  it  will  always  get  well  in  time.  Tbere- 

*  Prom  a  T»per  ^7  Dr.  Jolm  Thomson  in  Jacobi's  '  Festschrift,' 
New  York,  1900,  p.  282. 
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fore  you  can  reassure  the  mother.  Sf)metimos,  liowevr. 
tlie  nvstagmus  seems  to  persist  after  the  head  nodding  ha., 
passed  off ;  and  it  is  possible  that  some  cases  of  nystagmus 
which  are  alleged  to  have  begun  in  childhood,  and  for  which 
no  cause  is  assigned,  have  been  cases  of  nystagmus  with 
head  nodding  in  which  the  eye  movements  have  persisted. 

The  treatment  which  fe  most  likely  to  cut  short  the  move- 
ments and  produce  improvement  is  the  -mV  -ation  of 
small  doses  of  antip>Tin— 1  grain  for  ever;  t  of  life. 
Tliis  can  be  given  two  or  three  times  in  the  d-*y.  L  think  I 
have  seen  th»  dn«  effect  a  distinct  and  decided  improve- 
ment in  the  movements,  rendering  their  occurrence  Ichs 
frequent  and  less  marked  ;  but  the  nystagmus  seems  to  be 
more  difficult  to  control. 

Somewhat  akin  to  head  nodding,  but  dearly  to  be  dis- 
tinguished from  it.  is  the  con<lition  known  as  head  banging. 
This  affection  is  characterized  by  a  violent  banging  of  the 
head  aig»b»i  »ny  srfid  object  that  comes  handy— the  floor, 
the  wall,  the  side  of  the  cot.  the  pillow,  etc.  It  usually 
occurs  in  children  of  about  two  years  of  age,  and  the  \nolence 
of  the  bangs  may  be  such  as  serionsly  to  alarm  the  mother 
for  the  child's  safety.  I  have  never  known  one.  however, 
do  itself  any  real  injury,  though  occasionally  a  little  bruisii^ 
may  result.  What  satisfactitm  the  child  finds  in  this 
exmsim  ft  is  mtBev^  to  see,  but  the  probaMity  is  that 
it  is  ])ciformed  in  order  to  relieve  some  uncomfortable 
sensation  in  the  head,  such  as  earache  or  the  pain  of  teeth- 
ing. No  sijecial  treatment  is  required,  though  it  »  well 
to  see  that  the  child  docs  not  do  himself  any  injury.  A 
course  of  bromides  and  antipjTin  may  be  tried  in  bad 
cases . 

Note.— Patcrsou  {Brit.  Med.  Journ.,  1906,  ii.  1447),  fn.m  t  arofiil 
obsMVation  of  several  cases  during  life,  concludes  that  t^iere  is  no 
evideaee  of  any  inco-ordin.ttion  of  respiration  and  no  inalforiTiatiou 
of  ^  larynx  in  congenital  laryngeal  stridor  beyond  exafrjieration  of 
the  natona  incurving  of  the  infantUe  epidottw.  Jb« 
^odnised  at  the  entrance  of  tb«  larynx  by  the  ▼ibiwbon  of  tne  tm 
•tinMtafe*  on  tto  posterfor  waQ. 


l.ECTURK  XIX 


atm  FUNCTIONAL  NERVOUS  DISEASES  Ot 
CHILDHOOD— '/(f/ 

(Jenti.emkn. — III  tlic  last  lecture  we  hef^an  tlie  eoiisidera- 
tion  of  a  group  of  fuiietioiml  nervous  disorders  in  children, 
the  raaentiftl  nature  of  which,  we  saw,  was  that  they  coiwist 
in  an  inco-ordination  of  movement .  We  saw,  further,  that 
there  were  several  reasons  why  childn'u  are  particularly 
subject  to  such  inco-ordinate  action  of  muscles,  one  of  the 
chief  being  that,  in  the  case  of  young  children,  at  any  rate, 
co-ordination  is  a  recently  acquired  function  of  the  nervous 
system,  and  therefore  is  one  which  is  very  easily  lost  under 
diverse  conditions.  We  saw  that  amongst  such  adverse 
conditions  must  be  placed  many  diseases  of  nutrition,  rickets 
being  one  of  tiu'  most  conspicuous.  In  addititm.  it  was 
pointctl  out  that  in  older  children  rheumatism  plays  a  part 
in  the  production  of  functional  nervous  disuse,  and  that 
the  factor  of  heredity  can  never  be  altogether  ignored.  We 
reviewed  some  examples  of  functional  nervous  tliseases, 
taking  up  first  the  diseases  of  the  larynx  —  congenital 
laryngeal  stridor  and  laryngismus  stridulus  —  and  then 
we  passed  on  to  tetany  -nd  head  nodding.  1  wish  now 
to  conclude  this  subject  with  you,  beginning  with  the  im- 
portant question  of  convulsions. 

CONVULSIONS. 

You  will  meet  with  convulsions  in  children  very  frequently 
in  your  practice,  and  they  are  very  alarmitig  to  (he  parents 
of  the  child.  And,  further,  from  the  point  of  view  of  the 
medical  man,  their  exact  causation  is  often  difficult  to 
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iliagnoso.  I  want  first  of  all  to  warn  you  that  mothers  and 
nur«e«  will  call  by  the  name  of  eonvtilHions  many  things 
which  reallj'  have  no  right  to  he  so  called.  They  will  tell 
yon.  for  instance,  that  the  child  is  sutTerinj^  from  'inward 
convulsions,'  or  'inward  tits,'  or  'screaming  convulsions.' 
And  they  may  mislead  you  into  thinking  that  you  have  to 
do  with  a  case  of  genuine  convulsive  disease.  Many  chil- 
dren under  the  irritation  of  teething  or  colic,  or  under 
emotional  disturbance,  exhibit  twitchings  of  muscles,  par- 
ticularly muscles  of  the  face,  which  the  parents  are  apt  to 
supj)ose  are  true  convulsions.  But  you  are  not  to  regard 
mere  quiverings  of  eyelids  and  screwing  up  of  the  mouth, 
or  violent  fits  of  screaming,  as  genuinely  conclusive,  though 
they  may  he  of  value  to  you  as  yraxmsigfi  that  a  tendemsy 
to  convulsions  exists. 

You  will  find  it  convenient  to  divide  genuine  convul- 
sions into  two  main  groups — first,  those  which  are  idio- 
{Mthic  ;  and,  secondly,  those  which  are  symptomatic.  By 
idiopathic  convuliions  one  means  those  for  which  one  can 
find  no  cause,  which  arise  in  a  child  who  is  apparently 
in  fatrty  good  health,  and  which  may  pass  off  after  a 
time,  or  which  not  infrequently  Ix'come  established,  so 
that  the  child  suffers  from  fits  from  that  time  onwards  at 
varying  intervals.  There  can  be  no  doubt  that  a  con- 
siderable number  of  those  cases  are  examples  of  genuine 
epilepsy.  Epilepsy  may  certainly  liegin  in  early  life,  so 
that  when  you  are  called  to  a  child  who  is  suffering  from 
violeat  convulsions  for  which  you  can  find  no  cause,  you 
must  bear  in  mind  that  you  may  be  dealing  with  the  first 
stage  of  that  disease.  Sir  WilHara  Gowers  puts  the  pro- 
portion oi  cas^  of  epilepsy  beginning  as  convulsions  in 
infancy  at  10  par  wtA.,  imd  tmm  authosB  give  an  evm 
higher  figure. 

Far  more  important,  because  more  common,  are  cases 
of  the  symptomatic  group.  In  the  first  place,  you  may 
liavc  symptomatic  convulsions  as  the  equivalent  of  a  rigor 
in  a  grown-up  person.  Many  young  children,  instead  of 
having  a  rigor  at  the  outset  of  an  acute  illness,  have 
actmlfy  a  general  convulsron.  Thw  may  happen  at  the 
comB^aceii^nt  of  pneumonia,  or  scarlet  fever,  or  any  of 
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t  lie  otluTiicut*' specific  ffvors.  where  tlu-  (em|i«-ratiirt' ruiw  up 
rapidly  during  the        ivw  \iumn  of  tiie  illness.  Swondly, 
gymptomatic  <>onv»l»loiw  may  be  an  indication  of  organic 
ttmUM  Ol  the  brain.    They  may  •icciii-  in  iitetiiiitzitis  in  all 
its  forni«»,  or  they  may  be  mot  with  in  eases  t>t  cereljral 
tumour,  or  with  thrombosis  of  cerelwal  ▼eirei.   Intleed,  in 
almoitt  any  serioun  intracranial  disease  in  cliililreii  yoii  may 
lind  convulsinns  as  one  of  tin-  symptoms,    'riiinily.  coiivul- 
mtm  may  In-  of  reflex  eharai  ter  or  origin,  an  expression 
of  the  rofk'x  irritation  which  ariKW  from  Buch  thingH  as  the 
eutting  of  teeth  or  the  existence  <>f  colic  or  phimosis.  The 
relle.x  irrilafioti  which  renults  hvm  these  eauses  may,  as  it 
were.  *  tire  otf  '  e«>nvulrtions  from  the  ecrelwral  cortex.  There 
is  anotlter  group  which  is  toxic  in  origin.   Urainic  (on- 
viilsions  are  a  typical  example  of  this  <;ronp  :  and  I  think 
it  is  not  unlikely  that  some  of  the  cases  of  convulsions 
which  you  meet  with  in  the  course  of  acute  diarrhoea  can 
also  be  attributed  to  toxie  eauses.    Lastly,  there  are  the 
(onvulsions  which  are  the  lesult  of  asphyxia.   Such  are 
those  which  you  may  .sometimes  meet  with  in  the  course 
of  pertussis.    Towanis  the  end  of  any  illness  also  ( on- 
vul^ions  may  come  on  ami  he.  so  fo  s|)eak.  one  of  the  modes 
of  tiying.    These  als<i  are  probably  due  to  failure  of  res- 
piration or  of  the  heart,  leading  to  cyanosis  and  congestion 
of  the  brain. 

Those  ,ire  the  chief  yronjjs  into  which  you  can  divide 
cases  of  convulsi<(ns  ;  and  when  you  are  ealled  to  a  case 
you  have  to  tlecide,  as  far  as  you  can,  to  which  one  of  these 
classes  it  beh)ngs. 

Y«)U  will  find  that,  just  as  iji  many  of  the  other  functional 
neuroses  we  spoke  of  last  time,  so  here  riekete  is  the  great 
predisposing  factor.  For  instance,  the  cutting  of  teeth  in 
a  child  iu  j^ood  health  may  not  set  up  convulsions,  but  if 
the  child  be  rickety,  such  irritation  may  be  a  determin- 
ing cause  of  spasmodic  dischai^es  from  the  cortex  of  the 
badly-nourishe<!  brain.  The  same  is  true  of  the  other 
causes  of  which  I  havi'  spoken.  Many  of  them  are  insuffi- 
<  ieni  b\  iiiemselves  to  pnxluce  convulsions  in  an  ordinary 
child,  but  where  rickets  has  j)roduced  nervous  instability 
they  n»y  suffice  as  (tetermiuing  causes.   You  can  some- 
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times  iM^rtfi" '•  tluit  convulHUms  are  ubtmt  to  tome  on  l)y 
certain  wartunK  signs.  One  of  these  »  the  devetopment  <rf 
thefaeisl  irritnWiiity  of  whieh  we  spilie  last  time,  and  \vhi(  h 
we  saw  fo  hv  an  indication  of  undue  irritability  o*"  the 
nervous  »v»tem.  Another  will  be  sUght  twitching  i  'ove- 
mentfi  of  the  face  and  extremities.  If  these  twitchinga  are 
seen  in  a  ehild  thesubjeet  of  rickets  you  ought  to  anticipate 
that  the  (  hild  may  become  atfected  by  convulsions,  and 
do  what  you  can  to  ward  them  off.  Sudeten  flushings 
or  attacks  of  coldiKss  are  also  occasional  premonitoiy 
signs. 

When  you  ct>nsider  tl>e  prognosis  of  convuUions  you  have 
to  take  into  account  what  the  imsMdiate  ehances  are, 

and  al»o  what  is  likely  to  l>e  tlx-  remote  outc«)me  of  the 
seizure.    Children  do  not  often  die  in  a  convulsion,  unless 
the  convulsions  are  themselves  merely  the  final  scene  in 
an  already  mortal  complaint— that  is  to  say,  unless  they 
are  sim{)ly  a  syniploni  of  the  terminal  aspliyxia.  Convul- 
sions as  a  disease  are  not  immediately  fatal,  unless  when 
very  severe  and  repeated  and  in  quite  young  infants.  You 
have  to  rememlK'r.  however,  that  in  a  considerable  pn)por- 
tioii  of  tlie  cases  the  convulsions  may  persist  in  the  form  of 
epilipsy  ;  and  you  have,  further,  to  remember  that  nearly 
all,  or  quite  a  hrge  number,  of  the  <  hildren  who  suffer  from 
eonvidsions  manifest   in  later  life  nervous  disorders  of 
ditferent  sorts.    Of  about  eighty-five  cases  followed  up  by 
Dr.  Ooutts  and  traced  into  adult  Me  it  was  found  that 
eleven  suffered  from  major  epilepsy,  four  from  petit  niiil, 
fivi  exhibited  somn  unbulism.  four  developed  melancholia, 
seven  hail  chorea,  and  nine  suffered  from  migrail».  So 
you  see  in  what  a  lai^e  fMPopMtion  of  those  c«es  the  later 
history  of  tl    |>aii<  iit  is  marked  by  further  nervous  disturb- 
ance. In  addition  to  this,  convulsions,  especially  if  frequently 
repeated,  may  cause  permanent  n^ntal  impavroent,aiHi 
often  leave  behind,  too,  traces  of  cerebral  damage  in  the 
form  of  stammering  or  a  squint. 

With  regard  to  treatment,  your  immediate  line  of  action 
when  called  to  a  child  who  is  at  that  mnmmt  the  subject 
of  a  convulsion  must  be  the  same,  no  matter  what  the 
cause  of  the  attack  mr.y  be.    First  of  all,  you  lay  the  child 
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flow II  raising  tin-  head  >.<iin«'vvli.it,  uiiil  Itxwn  the  cldthin^ 
just  as  \(iu  (111  III  M  t»f  I'pik'jwy,  thttt  thvrv  i«  no 
hitni|><'riii^  of  rc>K|)iration.  Ami  }t  a  gnofl  thti^.  unlemi 
\c»ii  have  Ixi-n  iintici|ml(>tl  l»y  tin-  iiiotlicr  or  niiisr,  to  put 
the  cliilJ  iM'o  H  warm  liaili,  tlioiij,'li  flii-  is  |H-rhaps  most 
«'ftifm  ious  in  tlioMC  ruses  wliirli  art*  tin-  result  of  i'«»lie.  Next 
you  Hhoutd  ^ive  HtntativeH  by  the  mouth,  or,  if  you  are 
untililc  to  i^ft  the  child  to  swallow,  by  tln'  rcc  turn.  Chloral 
ift  the  most  etUeient,  :i  or  5  grains  by  the  reetuiii  to  u  eliiUl 
i*ix  mouths  old.  If  you  fnti,  and  the  convulitionM  are  very 
84'riouf*  and  still  peniHt,  ami  the  friends  are  getting  alarnied, 
th>  re  is  one  resource  whit  li  is  open  to  you.  and  which  I 
tiiink  is  practically  certain  lu  be  suecesstul — namely,  the 
inhalation  of  chloroform.  A  few  whiffs  of  chloroform  given 
on  a  handkerchief  wiU  cause  the  convulsions  to  cease  by 
paralyzing  the  bruin  eortex.  In  bad  cases  in  which  the 
child  passe«(  from  one  fit  into  another  you  may  require  to 
give  morphia  hypodcrmically,  but  it  must  be  usetl  with 
caution  *  Amyl  nitritt'  also  is  sometimes  of  .service.  Such 
will  be  your  immediute  treatment  in  all  cases.  Xext  you 
have  to  consider  how  you  are  to  prevent  the  recurrence  of 
the  attacks  In  order  to  do  that  \<.ii  mii-'  tn-at  thcrick<'ts, 
if  there  be  uuy.  You  nuist  make  u  radical  alteration  in  the 
child's  diet  and  administer  eod-liver  oil.  But  occasionafly, 
and  until  these  measures  have  time  to  take  effect,  you  nuiy 
have  to  dimiiiisli  the  excitability  of  the  nerve  »cntres  by 
sedatives.  Bromides  and  chloral  will  be  the  drugs  which 
you  will  use.  I  would  remind  you  again  here  how  well 
young  children  stand  chloral  ;  it  is  a  drug  which  you  may 
give  pretty  freely  without  risk.  And  in  thc^  cases  it  is 
to  be  preferred  to  bromide,  as  being  more  eflSeient  in  con- 
trolling the  convulsive  tendency.  It  may  be  necessary,  of 
ctunse,  to  attend  to  the  child's  digestion  if  there  be  colic, 
ami  that  may  involve  the  alteration  of  the  diet  in  directions 
I  have  laid  down  in  a  previous  lecture. 

Before  leaving  the  subject  of  convulsions  I  wish  to 
mention  a  'ondition  which  resembles  them  somewhat,  and 
whicii  you  will  not  tinil  described  in  your  iext-bmjks.  The 
following  extract  from  the  lettm  of  a  doctw  who  wrote  to 

*  The  doie  to  iriboat  ^  grain  lor  a  tS^A  iA  ux  bmhiAs. 
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coHMuif  in(>  alxiiit  it  in  one  of  hU  uwnohiklr«A  will  give  you 

a  g<M>«l  idea  of  what  I  iiinin  : 

'.  .  .  riii*  |iati<tiit  is  my  third  child,  abojrof  two.  lie  bw  alwayA 
boon  healthy,  iiii'i  there  arc  no  sij^ns  <>f  rickets  or  otli  oomititutiuual 
di.ve^kso.  r.ver  >iitce  ho  wa->  quito  xiiiall  ho  htkn  hi  'tt  in  tbo  habit 
"  <»l  bidding'  hiA  dreatb."  The  ccmditioii  baH  b«ciM  ti  Monto  lately, 
and  diirini;  the  Ijwt  fow  day*  bo  ba>»  bad  several  mv  j^ttack!*.  The 
cliild  hctfiii.H  to  cry.  ronjiiratioii  in  wusiKsiidod,  lie  j{oi-'  p'trplo  in  the 
fa<-e,  and  tlien  beeonics  micouHcioU!*.  The  spasni  in  then  roliovod, 
and  be  be);iii-<  to  l>re:iilie,  luit  twice  he  ha-*  liad  very  marked  twiteb- 
iu^  of  the  fivc(<  miiseh^s,  wliich,  however,  soon  piw-iod  oil.  He 
renittin"  quite  inert  and  irrenponsivo  for  lifteon  to  twenty  minute't, 
when  li.  suddenly  rocover«»,  and,  except  for  beiut;  uiMut  aud  white- 
looking,  a  Uamu  again.   Him  U  n»  newiog  rnq^mtfam.' 

I  hav9  seen  tmwmnl  oases  <rf  tMs  ttori,  aXt  oi  ^tem  in  boy* 

below  tl\c  age  of  live,  hut  so  far  as  I  am  awaro  there  i.s  no 
wientirtc!  name  for  the  condition,  althougii  I  believe  it  is 
known  in  iiome  parts  oi  the  country  a«  the  Udtt.  It 
consists,  apparently,  in  a  spasm  of  the  respiratory  muscles, 
which  differs  from  the  spasm  of  laryngismns  in  that  the 
chest  is  fixed  in  thj  ptwition  of  inspiration  instead  of  ex- 
piralimi— ^nee  the  i^senee  of  a  'crow '  when  the  qiana 
passes  ciff.  The  ,'<ul)j<cts  of  this  neurosis  are  usually  ex- 
citable, "If-willetl  children,  and  the  spasm  tends  to  come 
cm  whenever  th-  v  get  in  a  tra^or  or  are  otOMwd  m  any  way. 
Althoogh  thi  '..  ks  maf  be  rety  akHra^,  I  have  mwt 
known  them  le».'  .        •  fatality. 

The  best  trt.'lror-ii.  to  dash  some  cold  water  in  the 
patient's  face  so  ^-m  a;,  m  attaek  k  teea  tu  h<«  coming  on  ; 
thi.~  will  tMHH4l^  step  it  a*  once.  In  add'tK  ,  .  snc'>  children 
should  be  guarded  from  all  excitement,  U'  'Iri.'l^  managed, 
and,  if  necessary,  be  put  through  a  course  of  Inromidee. 


NIGHT  TESSmii. 

I  now  pass  to  another  extremely  important  group  of 
nervous  disorders,  ihom  which  f^o  by  the  name  of  night 
terrors,  or  jyivor  nortxnni  N'ight  terrors  of  varj'ing 
severity  t)cc:ui  with  a  consiue'  iblc  d^ree  of  frequency  in 
ehildren,  and  they  are  frften  e  itrea»ly  afatrmii^  to  the 
fi  i-  ii'Is.  The  usual  history  of  a  ca.se  is  that  a  chiM,  most 
commonly  about  the  period  oi  the  second  dentitk>n,  falls  to 
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sleep,  uihI  shortly  afterwards  wakt-s  up  in  a  violent  state  of 
tmor  ;  he  sits  up  in  :>e(l  and  shouts  in  an  ineolierent  manner, 
perhaps  only  partially  awuke,  and  it  may  be  a  long  time 
before  the  mother  or  the  nurse  succeeds  in  paeifying  him. 
In  those  cases  the  eause  of  the  fright  is  sometimes  an  hallu- 
cination of  vision  ;  sometimes,  on  the  other  haml,  it  is 
probably  merely  a  nightmare.    It  has  been  aptly  said,  I 
think  by  Dr.  Coutts,  that  you  may  divide  the  ea.ses  into 
two  groups—'  those  that  see  visions,  and  those  that  dream 
tlreams."    Those  who  see  visions  are  those  who  have  hallu- 
cinations of  sight ;  those  who  dream  dreams  aie  those  who 
have  what  is  equivalent  to  a  nightmare  in  th'.-  adult.  Al- 
thougli  that  is  probably  a  real  distinction,  you  will  find  it 
extremely  difficult  to  say  to  which  of  those  two  classes  any 
given  case  belongs,  because  these  children  are  ofti-n  in- 
capable, sometimes  unwilling,  togive  an  accurate  description 
of  their  sensations  during  the  attack.    Sometimes  they  will 
tell  you  that  they  see  frightening  object*,  shadows  or  dark 
shapes  in  the  room,  and  in  such  case^.  perhaps,  they  are 
the  subjec  ts  of  visual  hallucinations,    in  some  cases  they 
can  give  you  no  coherent  account  of  their  sensations. 
These  experiences  may  be  repeated  night  after  night,  until 
the  equilihriuni  of  the  nervous  system  is  .seriously  upset, 
and  the  child  begins  to  dread  going  to  bed  at  all  ;  and  then 
the  friends  get  alarmed.and  think  that  the  child  is  becoming 
insane,  and  call  in  a  do»  f>'r. 

A  very  good  di  M  ri|>t i..n  of  the  sensations  of  children 
wlio  suffer  from  those-  attacks  has  In-en  given  by  Charles 
Lamb  in  one  of  the  '  Essays  of  Elia,'  entitled  *  Witches  and 
other  Night  Fears.'    Perhaps  the  passag*-  is  known  to  some 
of  vou.    He  says:     l  wa.s  dreatUuliy  alive  to  nerv  uis 
terrors.   The  night  time,  solitude,  and  the  dark,  were  my 
hell.    The  sufferii^  I  endured  in  this  natui.  woid<l  justify 
the  expression     I  never  laid  r\\   liead  on  my  pillow,  I 
Huppose,  from  the  f.unth  to  the  seventh  or  eighth  year  of 
my  Hf«^  [i  f  -         the  time  of  his  second  dentition],  so  fw 
as  memory  mtv.s  in  things  so  lon.u  ago.  without  an  assur- 
ance, which  realized  its  own  prophecy,  of  seeing  some 
fr^htful  sjH'ctre.  .  .  .    Barents  do  not  know  what  they 
do  wten  they  teive  tma^  babes  aiom  to  go  to  rie^  m 
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the  dark.  The  feeling  about  for  a  friendly  arm,  the  hoping 
for  a  familiar  voice  when  they  wake  screaming  and  find 
none  to  ftoothe  them — what  a  terrible  shaking  it  is  to  their 
poor  m»rves  !  The  keeping  them  up  till  midnight  through 
candle-light  and  the  unwholesome  hours,  as  they  are  called, 
wouM,  I  am  Mtisfed,  in  a  medical  point  of  view,  prove  the 
better  caution.' 

Now,  gentlemen,  night  terrors  may  always  be  taken  as 
evidence  of  ill-health  in  some  form  or  other.  They  do  not 
occur  in  perfectly  sonnd  children.  And  you  will  find  that 
amongst  the  mttiposing  causes  particularly  at  work  are, 
in  the  first  place,  a  neurotic  or  nervous  heredity  ;  secondly, 
you  will  find  a  rheumatic  diathesis,  as  I  have  already 
stated.  But,  above  all,  and  far  more  important  than  all, 
perhaps,  is  overpressure  at  school.  One  of  the  chief 
predisposing  causes  of  niglU  terrors  is  school  work,  and  you 
will  often  in  many  cases  find  that  children  otdy  suffer  from 
this  (lisonlcr  during  the  school  term.  During  the  holidays 
they  sleep  undisturbed,  but  when  they  resume  school  they 
resume  also  their  night  terrors.  Mothers  often  describe 
them  as  'going  over  their  sums  in  their  heads  all  night.' 
arithmetic  being  apparently  one  of  the  chief  things  which 
exhaust  and  irritate  the  brain. 

(X  «»lttaff  OMW,  I  would  emphasize  two  which  it  k 
of  the  very  first  importance  for  you  to  be  familiMf  with. 
One  of  them  is  gastro-intestinal  disorder,  especially  con- 
eUptmon.  The  second  is  partial  asphyxia  from  the  presence 
of  ademnds  in  the  throat.  These  two  causes  are  by  far  the 
most  impwtant  for  you  to  neogtase  from  »  ^«et^  point 
of  view. 

When  I  have  mentioned  to  you  the  causes  of  night 
terrors,  you  see  what  the  trefttmrat  should  be.    It  must 

not  be  purely  sedative.  There  are  two  things  above  all 
that  you  should  do  when  called  to  a  child  who  suffers  from 
this  complaint :  one  is  to  attend  to  the  state  of  the  throat, 
and  the  other  is  to  administer  aperients.  If  you  do  these 
you  may  leave  almost  everything  else  undone.  Clear  out 
adenoids  when  you  find  them,  and  give  an  aperient,  i» 
matter  what  the  state  of  the  bowels  may  be  or  is  said  to 
be.  II  you  do  that  you  will  not  |^  faf  wff^  in  th»  nwnt^ 
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ment  of  thoHC  cases.    There  are  other  accessory  means 
which  are  of  help.  These  duldren  ou^ht  not  to  be  frightened 
in  anv  wf.v,  nor  excited.    They  ought  not  to  be  allowed  fe 
sleep  alono,  they  ought  to  have  a  night  light  in  the  room, 
and  ought  not  to  be  allowed  to  go  to  bed  with  a  full  stomach, 
because,  as  in  nightmare  in  grown-up  persons,  so  here,  pres- 
sure of  food  in  the  stomach  may  be  a  cause  of  the  conditioB. 
It  may  be  well  to  remove  the  child  from  school  for  the  tinie 
beiiiji,  until  the  nervous  system  has  recovered  its  equdibrium. 
It  may  be  necessary  to  give  sedatives,  such  as  bromides  a^ 
chloral,  temporarily  ;  but  as  far  as  possible  you  shimW 
dispense  with  these  and  direct  your  nttention  to  putting  the 
fluid  into  that  state  of  health  in  which  night  terrors  are 
impossible,  and  in  order  to  do  that,  as  I  fcave  said,  you  mast 
pay  attention  to  the  state  of  the  throat  Mid  stomaefc  and 

bowels.  ,  .  , 

There  is  an  analogous  condition  to  night  terrors  whic. 
mcurs  in  the  day.  called  day  terrors,  or  paw  teirnus, 
which  is  very  much  rarer.  The  child,  in  the  middle  of  Ins 
games,  may' be  seized  with  a  fit  of  panic  and  rush  to  his 
mother,  giving  vent  to  inarticulate  cries.  The  fit  erf  tettw 
may  last  for  a  few  moments.  These  are  no  donbt  to  some 
extent  analogous  to  the  worst  form  of  night  terrors.  They 
are  probably  cases  where  there  has  been  some  hallucina- 
tion of  some  of  the  sense  organs,  and  must  be  treated  on  the 
ganw  lines 86  the  night  terrors  of  which  I  have  spoken. 

There  are  also  variou-s  degrees  of  disturbance  and  rest- 
lessness at  night,  which  cannot,  perhaps,  be  fairly  cUwwified 
as  night  terrofs.  One  of  the  mildest  forms  is  grmding  ol 
tbt  tMth.  Such  cases  can  be  recogiii/.cd  by  the  fact  that 
the  teeth  are  bevelled  (U)wn  to  the  same  level.  At  the 
other  extremis  is  lomnaflMisak  All  such  cases  must 
be  trei^ed  m  the  toes  abeady  Irid  dewa,. 


NOCTUKNAL  INCONTINENCK. 

The  next  neurosis  I  shall  describe  is  (-nuresis.  or  »<»■- 
t„rtml  niamtint'nce.  1  do  not  pretend  to  explain  how  it 
is  that  enuresis  arises.  The  exact  mechanbm  of  the  bladder 
i»  Mt  f  uUy  aaiwttwd,  bat  for  prwti»l  iwfposes  yo«  »«y 
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emnpare  enuresis  to  the  automatic  action  of  the  bladder 
which  you  find  in  many  diseases  of  the  spinal  cord  ;  and 
probably  it  has  a  very  similar  explanation.  Just  as  in 
diseases  of  the  spinal  cord,  when  the  brain  impulse  is  cut 
off  by  a  lesion  higher  up,  the  bladder  takes  to  emptying 
itself  automatically  when  it  is  full,  so  in  children  the  brain 
cortex  lias  flcniwtinMB  sueh  an  imperfect  control  o%rer  the 
lower  centres  that  the  bladder  may  take  on  spontaneous 
action.  You  may  ask  at  what  age  the  child  ought  to  be 
able  to  control  the  bladder.  I  think  you  may  say  from 
thsmyeiMtM.  Ytm  should  not  therdcoe  talk  <rf  muresis 
before  that. 

The  treatment  of  the  spontaneous  passage  of  urine  during 
the  n^t  must  comht  In  tiie  temcmA  oi  the  caines  whbh 
lead  to  it.  You  will  find  it  always  well  to  inquire  into 
the  presence  of  worms,  because  the  irritation  of  worms 
in  tlw  rectum  seems  to  be  a  cause  which  may  give  rise  to 
eiHEresis.  You  tAould  abo  inquire  in  the  case  ot  hoya  about 
phimosis,  or  preputial  adhesions  ;  those  also  seem  tr)  be 
one  of  the  exciting  causes.  Further,  you  should  see  that 
these  children  do  not  drink  much  fluid  before  going  to  bed, 
that  they  sleep  on  a  hard  mattress,  with  few  bedclothes  ; 
and  it  is  advisable  to  raise  the  end  of  the  bed  a  little,  so  that 
the  head  is  lower  than  the  pelvis,  and  the  stress  or  pressure 
oi  tlw  urine  tei^  to  gravitate  down  into  tiM  hmdm  of  the 
bladder  instead  of  pressing  on  the  more  sensitive  tr'gone. 
Here  also  you  will  find  in  a  great  many  cases  that  partial 
asphyxia  is  the  cause  of  the  trouble.  And  adenoids,  again, 
are  by  far  the  most  common  cause  of  the  partial  asphyxia. 
ISo  that  in  every  case  of  nocturnal  incontinence  which  is 
brought  before  you  you  should  make  a  point  of  examining 
^  tlmiat.  Lastfy,  it  is  well  to  examine  the  condign  oi 
the  urine,  to  see  if  it  be  acid  to  an  undue  extent.  I  think 
hyperacidity  of  the  urine  as  a  cause  of  nocturnal  inconti- 
nence has  been  exaggerated.  I  do  not  think  that  it  is  a 
common  cause.  If,  however,  you  find  uric  or  oxalic  acid 
crystals,  it  is  well  to  give  alkalies  to  make  the  urine  less 
irritating.  I  have  even  seen  calculus  in  the  bladder  mis- 
taken ior  ineontinraoe,  from  the  irntation  md  frMp»at 
micturition  to  which  it  gave  rue. 
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If  you  have  einploy«'«l  all  the«e  measures— attt  ndecl  to  the 
state  of  the  nrhv.  rt  inoved  worms  and  adenoids  if  they 
were  present,  {jiven  direetions  that  the  child  Khould  not 
have  fluid  just  befi)ro  going  to  betl,  and  that  he  shouW  steep 
on  a  hard  mattiwH  and  with  few  bedclothes  -and  if  you 
still  fail  to  cnic  the  coii'litioii.  wli  if  shall  you  do  next  i 
You  have  then  to  fall  back  upon  drugs.    There  is  one  drug 
eHpecially  which  is  commonly  used  in  the  treatment  of 
noctuniiil  infontinence.  and  that  is  belladoium  :  and  there 
can  be  no  doubt  that  it  is  a  drug  of  extreme  value  if  you  use 
it  in  the  proper  way.  So  far  as  1  know,  it  is  the  only  drvg 
which  h».s  a  real  controlling  influence  in  the  disease.  There 
is  only  one  rule  to  be  remembered  in  regard  to  the  ad- 
ministration (A  beUadonna,  and  that  is  to  give  it  in  large 
(hues.    If  you  do  that,  you  do  not  need  to  trouble  about 
any  other  points.    Beg-.,  with  10  minims  ot  llu-  tincture, 
given  after  each  meal  :  try  that  for  a  week,  and  you  will 
probably  reduce  the  frequency  of  the  incontinence  at  once. 
You  should  then  mount  up  to  15  minims  each  dose,  then  to 
25  minims,  and  then  to      minims,  and  so  on,  until  you  get 
the  incontinence  entirely  suppressed.    1  have  no  hesitation 
in  going  up  to  a  drachm  of  the  tincture,  even  of  the  new 
B.P.  strength,  after  each  meal— that  is  to  say.  threi-  times 
a  day.    It  is  extraordinary  liow  children  will  stand  bella- 
donna.   It  is  one  of  the  drugs  which  have  fur  less  influence 
on  a  child  than  on  a  grown-up  person.  There  may  pt)ssi])l\ 
be  a  complaint  of  slight  dimness  of  vision  from  parahsis 
of  the  eye  muscles,  or  of  dryness  of  the  throat,  during  the 
administration  ;  but  I  have  not  seen  more  than  once  or  twice 
any  general  disturbance,  such  as  a  rash  or  slight  delirium. 
As  a  rule,  there  are  hardly  any  general  toxic  effects  from 
large  doses,  whereas  the  local  effect  upon  the  enuresis  is  quite 
remarkable.   Now,  if  you  have  got  up  to  40  minims  of  the 
tincture  after  each  meal,  and  then  the  einiresis  ceases,  how 
lon^'  sh(ndd  you  continue  the  drug  ?    1  think  you  should 
do  s«»  for  at  least  a  month  in  the  full  (hise,  and  then  dis- 
continue gradually  ;  climb  down  again  in  the  niat  ter  of  doses 
just  as  you  climbed  up.    You  will  then  find  that  in  the 
majority  of  eases  when  you  have  stopped  the  medicine  the 
habit  has  been  broken,  and  the  child  may  be  regarded  as 
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cured.  Other  drugs  are  Hometimes  recomiuended  as  substi 
tntes  for  belladonna.  Ergot  Han  w>me  suppOTtere,  strvchnine 
has  some,  and  so  has  cantharidt-h.  I  have  tried  all  of  them. 
I  think,  and  I  ean  only  say  that  1  am  by  no  means  certain 
that  tluy  are  of  much  use.  I  should  say  that  if  you  fail  with 
belladonna  you  may  regard  yourself  as  at  the  end  of  your 
therapeutic  resources  so  far  as  drujjs  are  concerned. 

I  thinli  you  will  find  nocturnal  incontinence  of  urine  is 
much  more  easy  to  ctnre  in  boys  than  in  girls.  I  do  not 
know  why  that  should  be.  but  I  think  the  most  intract- 
able cases  one  has  to  deal  with  are  in  girls.  In  such  cases 
treatment  by  l«)cal  applications  of  nitrat*  of  silver  to  the 
urethra  has  recently  been  recommended,  a  strong  solution 
being  applkd  on  more  than  one  oc-casion.  I  have  seen 
one  case  at  least  where  this  method  effected  coiLsiderable 
improvement,  but  my  experience  of  the  treatment  has  not 
been  great.  Still,  it  is  one  which  it  is  w  ell  to  have  in  reserve 
in  the  case  of  girls,  for  whom  alone  it  is  intended. 

Finally,  I  would  warn  yt)u  that  you  must  see  that  these 
children  are  not  punished.  It  never  does  any  good,  or 
hardly  ever,  to  do  so.  Very  f(>w  cases  are  due  to  careless- 
ness on  the  i»art  of  the  child  ;  the  disorder  is  tlue  to  a  want 
of  control  of  the  lower  centres  by  the  higher,  and  the  lack 
at  control  is  not  a  voluntary  one.  but  purely  involuntary. 
It  is  a  ca.se  in  whicli  the  child  cannot  exert  the  will,  and 
therefore  it  is  not  only  useless,  but  it  is  extremely  unfair 
and  unkind  to  punish  children  for  this  unfortunate  weak- 
ness. On  the  other  hand,  by  (arefully  following  out  the 
treatment  1  have  described,  I  think  it  will  be  your  experi- 
ence that  in  the  majority  of  cases  you  can  get  the  patient 
well. 

Occasionally-  the  incontinence  occurs  by  day  only,  though 
that  is  exceptional,  and  the  treatment  is  essentially  the 
same  as  in  the  niwturnal  form.  I  remember  being  con- 
BuHed,  for  instance,  about  a  girl  nine  years  old.  who  had 
suffered  from  diurnal  incontinence  .since  an  attack  of  measles 
three  years  previously.  JSlie  was  a  very  nervous  child, 
but  printed  no  other  signs.  »n^  the  urine  was  qviite 
normal.  Under  full  doses  of  bromides  and  belladonna,  the 
symptoms  speedily  disappeared. 
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Ineontinence  of  Faeces  is  a  rare  condition  wliich  may 

occur  cither  independently  or  in  .•issnciafinn  vith  enuresis. 
N«>t  loiig  ago  I  had  a  ease  of  it  in  a  >?irl  of  five,  wlio  seenietl 
otherwise  in  good  health,  but  who  had  iwver  been  able  to 
control  the  rectum.  She  n -covered  completely  under 
belladonna  and  ergot. 

HABIT  SPx\SM. 

Habit  spasm,  or  tie,  is  the  hist  of  the  functional  neuroses 
of  childhootl  which  I  shall  describe,  but  it  is  by  no  meaiw 

tlie  liJist  common.  It  consists  in  an  oft-rcpcatcd  jinri 
apparently  purposeless  movement  usually  affecting  the  face, 
and  resulting  in  '  blinkinjj,'  *  grimacing,' '  sniffing,'  or  other 
such  act.  Movements  afTecting  the  lind)s  are  also  seen, 
the  u])])cr  lind)s  hv'u\^  tiunc  often  affected  than  the  lower. 
Thus,  there  may  he  a  constant  shrugging  of  one  shoulder  or 
repeated  snapping  of  the  fteg^.  In  severe  cases  there 
may  even  be  involuntary  exclamations — often  of  an  improper 
sort. 

The  suhjects  of  habit  gpasm  are  neurotic  children,  and, 
as  in  other  functional  neuroses,  often  exhibit  a  tendency  to 
rheumatism.  Overstrain  at  school,  ana-mia.  and  feeble 
general  health,  predispose  to  its  occurrence.  Local  exciting 
causes  should  always  be  loofced  for.  Amongst  these  are 
errors  of  refraction,  adenoids,  and  ■  irious  teeth. 

Till'  diagnosis  is  usually  easy,  but  you  will  bt^  apt  to 
mistake  the  condition  for  chorea.  In  tj-pical  habit  spasm, 
however,  only  one  group  of  muscles  is  alTected.  whereas 
inchorea  that  is  very  rare.  There  is  no  doubt,  how*  \  (  r.  that 
the  two  disorders  tend  to  pass  into  each  other,  and  it  may 
not  be  possilife  at  first  to  difltingnwh  a  severe  habit  spasm 
from  a  case  of  mild  or  of  '  residual  '  clinrca. 

The  treatment  to  be  adopted  is  much  the  .same  a»  that 
of  the  other  functional  neunnses — viz.,  attention  to  the 
general  health,  and  avoidance  of  excitement  and  school- 
work,  with  plenty  of  exercise  in  the  o])en  air.  If  any  of 
the  Itwal  exciting  caiises  already  mentionetl  is  present,  it 
should  be  dealt  with.  Thus  it  may  be  necessary  to  order 
spectacke,  or  to  attend  to  the  teeth  or  throat.  Be«iov|i{ 
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of  iuU'iioids,  however,  should  not  be  lightly  undertaken, 
tu4  thu  fright  ut  thu  upvratiun  may  aggravate  the  Bpasm. 
Gentle  but  peraiittent  '  moral  HUAsion '  may  do  something, 
the  child  bein^?  conHtantly  encournged  to  try  to  eontrol  the 
movement.  Anythinj^  like  scolding,  however,  should  be 
avoided.  As  regards  drugs,  1  have  found  most  benefit  from 
a  combinatbn  <rf  bromides  and  arseaio,  but  vBtorisn  is  »bo 
useful  (HH  asionally . 

Ah  a  rule,  the  conilition  ia  recovered  from  in  time,  although 
improvement  is  very  often  slow,  and  sometimes  the  move- 
uu-nts  betonu'  stereotyped  and  iiersist  into  adult  life. 
Wlien  all  else  fails,  a  complete  fhange  of  surroundings  and 
going  to  live  amongst  strangers  may  have  a  good  effect. 


I.KlTl  RR  XX 


HYSTERIA  IN  CHILDHOOD 

Cknti.kmkn.    M\    stibjtct   0\\-<  aftt>riiiK»n  is  hvNtrria  in 
ihiUllKMHi,  ami  you  miglit  |h  rhapH  expin  t  that  at  the  outHet 
1  should  define  what  I  undewtand  by  the  term  '  hv»t©m.' 
liiii  ill  tlial  I  am  afraid  that  I  must  elisappoint  you,  hccaust'. 
frankly.  I  do  not  know  of  any  satisfactory  dt'tiniti«ui.  And 
if  you  atti-mpt  t»i  penetrate  into  the  inner  meaning  of 
'  hj-steria,'  you  simply  involve  yourself  in  tlic  fo>is  {ind  hogs 
of  a  pBeudo-psycliolojiy.  That,  at  h'a>t,  is  the  coiK  liision  I 
have  come  to  irom  a  surv«y  of  the  recent  literatim"  on  tlie 
tiubject.   I  shall  content  rnx  st  lf,  thew^we,  with  a  pwely 
objective  (h'scription  based  on  my  own  clinical  expericiu  e. 
aiul  shall  be  satisfietl  if  1  convince  you  that  hysteria  is, 
in<leed,  a  possibility  to      reck»»ned  with  when  one  hait  to 
do  with  a  case  of  obscure  nMrvouB  ditiease  in  early  life. 
Although  I  shall  have  many  cases  to  relate,  you  must  not 
mak»'  the  mistake  «»f  supposing  that  hysteria  is  common 
in  chiidluHHl.    On  the  contrary,  it  i*  rare,  and  I  doubt 
whether  it  can  be  rec«»gnized  with  certainty  below  the  age 
of  five.    At  the  outst  t  .  crtiiin  points  may  be  mentioned  in 
which  hvsteria  in  (  hildliood  differs  from  tlie  same  condition 
in  the  grown-up  person.   One  is  with  regard  to  sex  d»- 
tribution.    Tlu-re  is  not  tlu-  same  disproportionate  occur- 
rciu  (•  of  hysteria  in  the  female  sex  in  children  that  there  is 
in  adults.    Indeed.  I  think  you  will  find  when  T  come  to 
describe  cases  that  it  is  quite  as  common  in  boys  as  it  is 
in  girls.    Hut  tli>'  ii.  nicr  you  get  to  puberty  the  more  does 
the  tendency  for  the  female  sex  to  preponderate  as  subjects 
of  the  disease  exist.   Another  difference  whkth  one  notfees 
between  hysteria  in  children  and  in  grown-up  persom  is 
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t!mt  in  .  luMn-n  it  trnds  to  n^.siiino  n  nimpU-r  form.  It  w 
often  what  in  tumbrouHly  ttrmtd  '  mono-nymptomatic  ; 
that  iH  t..  ».ay.  there  In  only  one  hyHterkal  manifestHtion 
meMnt.  In  that  hv^t.-ria  simply  oht-ys  th.-  r.ile  which  I 
hav.'  p..inl.<l  out  in  thm?  lecture**  before- namely,  that 
all  tiifituhf  pi..tehHeH  in  chiUlren  tend  to  be  simpler  than  m 
grown-up  perromi.  And  to  that  hyKteria  w  no  «.x(  («ption. 
Another  point  characteristic  of  hysteria  in  the  child  w  that 
nmnv  of  the  w.-callea  stigmata,  such  as  anirathesia  of  the 
pharynx,  c<»ntraction  of  the  viunal  ftekto,  prewtire  points, 
and  HO  <»n.  arc  cither  not  met  with  at  all.  or  ..nly  occur 
exce|iti..nally.  Why  that  should  be  I  do  not  know,  but  it 
is  a  clinical  fact  which  you  nuwt  bear  in  mind. 

With  regard  to  the  •tiology  of  hysteria  m  children,  l 
think  one  (  an  recoj^niw'  with  a  fair  degree  of  frequency  two 
kindH  of  causes— (1)  predisposing,  (2)  exciting.    A  large 
nuinlier  of  hysterical  children  are  disposed  by  inheritan.  e 
to  stiffer  from  the  coiulition.    Y..u  will  he  surprised  how 
often,  when  vou  are  dealing  with  an  hysterical  child,  you 
will  find  that  it  has  an  hysterical  mother,  or  that  it  is  the 
offspring  of  newotic  or  highly  emotional  parents,  and  this 
predisposition  has  often  been  aggravated  and  fostered  by 
the  circumstances  of  the  patient's  environment .    The  cluld 
is  ai)t  to  have  been  badlv  brought  up,  not  in  the  sense  of 
having  been  neglected  -on  the  contrary  ,  it  has  probablx 
been  . oddled  and  .spoilt- but  it  has  not  Wn  brought  up 
to  exercise  self-c.uitrol,  and  vcr\  often  in  an  emotional  and 
exciting  atm<»phere. 

Of  the  exciting  (  ;iiim-s  of  li.\steria  in  childhood  the  com- 
monest is  injury  <.f  some  sort,  physical  injury  or  traunia. 
1  shall  give  \  ou  some  concrete  examples  of  this  immediately. 
The  other  great  exciting  cause  is  what  has  been  callecl 
'psv.hical  trauma  '-namely,  fright  and  in  a  number  of 
iivstances  hysterical  manifestations  liave  followed  upon 
this.  That  is  aH  I  can  say  definitely  from  my  own  experi- 
ence about  etiology,  but  in  a  -r.-at  many  cases  you  will 
be  unable  to  find  any  cause  for  the  condition  at  all. 
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MOTOK  .MANIFESTATIONS. 

Hysteria  may  assume  various  forms,  the  commonest, 
perhaps,  being  affections  of  the  motor  system,  which  may 
siiow  tliemselves  as  paralysis,  fits,  spasms,  or  tremors. 
And,  first,  let  us  speak  of  hysterical  paralysis.  Of  the 
different  forms  of  hysterical  paralysis  in  children,  mono- 
plegias and  parapl^ias  are  the  commonest.  Hemiplegias 
are  less  frequent.  The  paralysis  is  often  of  sudden  onset, 
and  it  usually  assumes  the  flaccid  or  limp  type.  H«  uce 
the  case  is  apt  to  be  mistaken  for  one  of  infantile  paralysis, 
as  happened  in  the  following  example  : 

Case  1. — boy,  aged  12  years,  was  broi:^ht  up  from 

the  country  with  a  history  of  paralysis  of  the  right  arm, 
which  had  come  on  suddenly  five  months  before.  The 
paralysis  had  been  regarded  as  due  to  poliomyelitis.  On 
examination,  there  was  complete  flaccid  paralysis  of  the 
right  arm,  but  with  only  a  moderate  amount  of  wasting. 
There  was  anaesthesia  of  '  sleeve  '  distribution  up  to  the 
shoulder.  Otherwise  he  seemed  normal.  Un^r  the  appli- 
cation of  faradism,  accompanied  by  vigorous  suggestion, 
he  immediately  recovered  the  use  of  the  limb,  and  returned 
home  next  day  cured. 

I  have  not  myself  seen  a  case  of  hysterical  paraplegia 
in  a  child,  but  those  who  are  interested  in  the  subject  wiU 
find  a  very  instructive  example  of  it,  which  led  to  various 
errors  in  diagnosis,  recorded  by  Dr.  C.  W.  Chapman  in  the 
fifth  volume  of  the  Transactions  of  the  Society  for  the  Study 
of  Disease  in  (%ikif^. 

Hemiplegias  are  comparatively  rare,  and  when  they  do 
occiu-  the  face  usually  escapes.  The  following  is  an  ex- 
ample : 

Case  2. — Susan  C  ,  aged  12  years,  got  a  severe  fright 

at  a  fire  two  years  ago,  and  had  had  several  '  hysterical ' 
fits  since.  After  one  of  these  lately  she  lost  the  use  of  the 
right  arm  and  leg.  The  arm  quickly  recovered,  but  the 
right  leg  remained  weak,  the  foot  being  bent  in  the  equino- 
vart»  po8itk>ii,  and  dreg^  aloi^  as  she  walked. 
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Exanunfttion  showed  anaesthesia  over  the  whole  of  the 
right  half  of  the  body,  with  amblyopia  in  the  right  eye  and 
considerable  areas  of  analgesia  in  the  leg.  Otherwise  ex- 
amination was  negative,  but  her  mother  said  that  she  would 
sometimes  refuse  all  food  for  two  days  on  end. 

She  only  came  once  or  twice  to  the  hosi^tal,  and  her 
subsequent  history  is  unknown. 

The  curious  condition  called  '  hysterical  astasia-abasia  '— 
inability  to  stand  or  walk— seems  also  to  occur  sometimes 
in  children,  but  not  commonly.  UsuaUy  I  think  it  is  left 
behind  as  the  result  of  a  condition  which  at  the  outset  did 
really  make  standing  or  walking  painful,  and  then,  after 
that'  has  passed  off,  the  astasia-abasia  persists,  owing  to 
the  hysterical  tendency.  This  seemed  to  happen  in  the 
following  case : 

Case  3.— Albert  L  ,  aged  5  >  ears,  '  went  off  his  legs  ' 

when  eighteen  months  old  (?  result  of  scurvy),  and  had 
never  walked  since.  He  seemed  quite  healthy,  there  was 
no  paralysis,  and  he  kicked  his  legs  about  freely  in  bed. 
The  knee-jorks  were  rather  brisk,  and  the  plantars  gave  a 
flexor  response.  At  first,  when  one  tried  to  make  him 
stand,  he  simply  screamed  and  doubled  up  his  legs  ;  but 
after  a  few  days  of  persuasion  he  stood  up,  and  four  days 
later  was  walking  quite  well. 

There  was  a  good  deal  of  anorexia  whilst  he  was  in 
hospital,  and  it  was  difficult  to  induce  him  to  take  enough 
food. 

This,  I  think,  was  a  case  whfch  might  be  fairly  described 
as  hysterical  astasia-abasia.  It  had  started.  I  believe, 
owing  to  the  tenderness  of  the  limbs  produced  by  scurvy, 
and  afterwards  the  inability  to  walk  was  perpetuated  in 

an  hystCTical  torm.  x  •  i 

Passing  from  hysterical  paralysis,  we  come  to  hysterical 
fits.  They  are,  as  you  know,  a  very  common  manifestation 
of  hysteria  in  the  adult,  the  typical  case  being  that  of  a 
young  woman  who  gets  an  '  hysterical  attack  '  in  which 
she  throws  herself  about,  cries,  laughs,  screams,  etc.  That 
type  of  hysterical  fit  is  not  common  in  childieu,  although 
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1  shall  have  occaBion  later  on  to  mention  examples  which 
might  be  referred  to  it.  Much  more  commonly  an  hys- 
terical fit  ill  earh'  life  elosely  simulates  epilepsy,  and  some- 
times the  simulation  has  been  so  close  that  it  requires  great 
care  to  distinguish  one  condition  from  the  other.  I  can 
give  you  two  remarkable  examples  : 

Cass  4. — Arnold  H  ,  aged  1 4  years .   A '  •< )ut  five  weeks 

before  he  came  under  observation  this  boy  fed  down  in  the 
school  playground  in  a  tit,"  from  which  he  speedily  re- 
covered ;  but  since  that  time  he  had  been  subject  to  right- 
sided  convulsions,  which  were  gettii^  more  frequent.  For 
the  last  two  days  he  had  not  spoken. 

He  had  had  an  attack  of  rheumat  'c  fever  at  the  age  of 
ten,  which  had  left  him  with  a  mitral  l^ion,  but  otherwise 
he  had  enjoyed  good  health.  His  parents  were  both  said 
to  be  '  nervous.'    There  were  four  other  liealthy  children. 

He  was  a  bright,  healthy-looking  boy,  but  exhibited 
complete  'mutism.'  The  fits  recurretl  at  intervals  of  a 
few  minutes,  and  consisted  in  slight  twitching  of  the  right 
arm,  leg,  and  face.  The  attack  began  with  a  slight  grunt, 
and  endetl  with  a  sigh.  He  was  partially  unconscious  in 
the  attack,  but  the  conjunctival  reflex  was  not  entirely 
abolished.  The  eyes  showed  conjugate  deviation  in  the 
attack,  usually  to  the  right,  but  sometimes  to  the  left. 
The  pupils  were  equal.  He  never  bit  his  tongue  nor  passed 
water  in  a  fit.  There  was  slight  weakness  of  the  right  arm, 
leg,  and  face  ;  and  the  kjiee-jerk  on  the  right  side  was  not 
so  easily  obtained  as  on  the  left.  There  v  as  no  ansesthesia, 
and  the  fundi  were  healthy.  He  readily  obeyed  commands, 
but  wTote  with  great  difficulty,  and  seemed  to  forget  words 
and  how  to  spell.   He  did  not  appear  able  to  reed  print. 

Under  isolation  with  tlie  use  ol  faradisni.  suggestion,  and 
cold  shower-baths  he  quickl\  regained  his  speech,  the  fits 
stopped,  and  he  left  hospital  quite  well  about  three  weeks 
after  his  admission. 

Case  5.— William  W  ,  aged  15  years,  was  seen  in  1906 

for  'fits,'  which  had  heg^  three  days  previously.  His 

mother  ha<'  siitYered  from  some  sort  of  '  fits.'  but  the  patient 
himself  had  always  been  healthy.    The  fits  in  his  case  had 
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begun  with  '  8tiffneH8  of  the  jaw,'  after  which  he  was  said 
to  have  lost  consciousness.  The  tits  had  since  iK'tn  re- 
peated nearly  every  quarter  of  an  how.  He  had  newr 
bitten  his  tongue  in  them,  but  once  at  least  he  hatl  passed 
water  iluring  an  attack.   For  the  last  twenty-four  hours 

he  '  had  not  spoken.'  ,     ,,.     ^  u 

On  examination  he  seemed  placid  and  mtelligent,  obey- 
ing commamls  readily,  but  quite  mute.  When  a  fit  came 
on,  the  right  side  of  the  face  twitched  violently,  and 
hands  were  clenched,  but  showed  no  clonic  spasm.  There 
was  no  loss  of  consciousness,  and  the  conjunctival  reflex 
was  not  abolished.  The  pupils  were  dilated,  tlie  knee- 
jerks  normal,  and  the  fundi  healthy.   There  was  apparently 

no  anaesthesia.  j  a  u  * 

The  fit  Uwted  about  a  minute,  and  was  nq^eated  at  short 

intervals. 

He  was  admitted  to  hospital,  and  after  about  ten  days 
recovered  his  speech,  and  the  fits  ceased. 

In  hysterical  fits  of  this  type  I  think  mutism  is  a  symi.  om 
of  great  diagnostic  value.   In  both  these  cases  its  presence 

clinched  the  diagnosis. 

Passing  from  tits,  one  comes  to  hysterical  eonttlft or «•  of 
JoiBti.  These  are  rather  common  manifestations  of  hys- 
teria it?  children.  an«l  I  have  seen  several  examples  of  them. 
The>  f.s  t  '-Uow  injury  of  the  joint,  which  has  caused 
pait)  ...  wO  some  degree  of  flexion,  and  that,  owing  to 
the  hy..  •  :.c%l  basis,  has  become  perpetuated  and  exagger- 
ated. >(>  ^hat  there  is  extreme  spasm.  One  of  the  best 
examples  I  have  seen  was  the  following  : 

Case  G.— Jane  K  ,  aged  11  years,  was  admitted  to 

hospital  for  spasmof  the  hands  of  two  to  three  days'duraticn. 
She  had  had  nertmX  attacks  of  a  similar  sort  before  during 
the  preceding  year,  and  the  feet  also  had  been  '  doubled 
up  '  but  the  attacks  had  always  passed  off  quickly  in  hos- 
pital. The  patient  herself  said  that  the  spasm  began  with 
a  feeling  of  'giddiness  then  the  thumbs  bent  in.  and  the 
hands  closed  so  that  she  could  not  open  them.  There  was 
nothing  noteworthy  in  the  family  history,  and  up  till  a 
yew  ago  the  patieat  had  Always  enjoyed  good  health. 
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She  was  a  weti-developed  girl,  with  a  rather  sullen  ex- 
pression. Till'  fists  wore  tiglifly  closed,  ui'li  tlu-  lliunilw 
bent  in  and  the  arms  bent  .u  r(»«s  tlu?  chest.  By  gradual 
pressure  the  fingers  could  be  unbent  and  straightened  out, 
and  thm  she  could  move  them  qoite  freetjr.  The  knee- 
jerk-  were  exaf;<,'erate(i.  hut  tlien-  wjis  no  anide  clonus. 
Sensation  was  normal  and  llie  vitjcera  healtliy,  Tiie  visual 
fields  were  not  tested. 

The  spasm  quickly  disappeared  in  hospital,  hut  she  had 
a  typical  attack  (»f  '  globus  '  whilst  under  observation. 

It  is  important  in  cases  of  hysterical  contracture  not  to 
overlook  the  fact  that  there  may  he  a  real  orfiiinic  basis 
for  the  condition.  A  child,  for  instance,  may  have  com- 
mencing tubercular  disease  of  a  joint,  or  there  may  be  some 
other  disease  of  it,  hut,  iiistead  of  responding  with  the 
ordinary  stiffness  ami  slight  flexion,  there  is  thi  e.\■n^gerated 
response,  and  you  must  beware  in  such  a  case  of  attributing 
the  whole  condition  to  hysteria. 

The  last  motor  manifestation  I  have  to  mention  is 
hysterical  tremor.  There  are  various  forms  of  such  tremor. 
You  may  have  a  true  intention  tremor,  which  comes  on 
only  on  attempts  to  use  the  affected  part.  That  happened 
in  the  case  of  a  boy,  aged  ten  years,  w  lio  had  tremor  of  the 
hand  as  soon  as  he  tried  to  write,  although  he  used  it  for 
th«r  purposes  quite  well.  SonMttmes  the  tremor  consists 
in  a  series  of  clonic  movements  eonfljied  to  one  group  of 
muscles — a  repeated  clonic  spasm.  There  is  little  doubt 
that  the  condition  called  '  paramyoclonus  *  in  children  is 
hysterical,  and  I  shall  have  occasion  to  describe  to  you 
immediately  some  cases  affecting  the  respiratory  SA'stem. 
which,  I  think,  fall  under  this  group.  It  is  a  characteristic 
feature  of  such  hysterical  spiusms  that  they  tend  to  stop 
duruog  sleep. 

SENSORY  MANIFESTATIONS. 

The  next  group  of  manifestations  which  one  has  to 
describe  arc  the  sensory  ones.  These,  I  think,  are  less 
ciHnmott  in  children  than  the  motor.  Thexe  may  be  hem- 
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anwHthettw,  as  in  the  case  of  ihv  girl  I  doscribed  (Chho  2), 
or  there  nmy  be  ansesthesiii  of  '>rie  linil)  of  the  sh'eve  type, 
m  in  the  case  of  the  boy  with  paralysis  of  the  arm  (Case  1). 
But  in  a  considerable  number  of  cases  the  hysteria  is  mono- 
gymptonmtie.  and  there  is  paralysis  of  sensation  without 
paralysis  of  motion.  Hysterieal  hyperaesthesia  is  said  to 
be  commoner  than  hysterical  anawthesia  in  children,  but 
I  have  not  seen  many  clear  examples  of  it,  except  those 
which  arc  associated  with  contractures  of  joints,  some  of 
which  are  extremely  painful.  It  is  particularly  lUflScult  to 
Iw  sure  of  the  existence  of  an  hysterical  hypernsthesia, 
and  to  exclude  the  possibility  of  underlying  true  diseue, 
hut  :iof  lonjf  i<;o  I  saw  a  case  which  I  think  may,  perhi  ps, 
come  under  tiiat  heading.  The  patient  was  a  little  girl 
who  was  sent  up  with  the  history  that  not  long  before  she 
had  had  an  attack  ot  whooping-cough,  and  ever  since  she 
had  complained  of  pain  in  the  abdomen,  which  almost  pre- 
vented her  walking.  When  she  tried  to  walk  she  did  so 
in  a  carious,  stitT.  cautious  n\anner,  and  said  it  hurt  her. 
She  was  e.Kaniincd  thoroughly  from  every  point  of  view — 
abdomen,  spine,  etc.— but  we  could  not  find  any  sign  of 
organic  disease,  and  it  was  noticed  that  after  the  ex- 
amination was  completed,  and  the  child  thought  she  was 
no  longer  under  observation,  she  walked  ever  so  much 
better.  I  think  it  is  probable  that  this  was  a  case  of  hys- 
terieal hyperwsthesia,  but  one  should  be  very  catttwns  in 
giving  such  an  opinion  unless  one  had  had  the  case  under 
observation  for  some  time. 


RE8PIBAT0BY  MANIFESTATIONS. 

I'assing  from  sensory  manifestations,  there  is  a  lai^e  and 
interesting  group  of  hysterical  symptoms  in  children,  which 
one  may  class  as  respiratory  manifestations.  Of  course, 
mutism  and  aphonia  are,  in  a  seiLse,  affections  of  the  res- 
piratory system,  and  both  are  common  signs  <rf  hystwia  in 
childhood.  I  have  already  described  examples  of  mutism, 
and  I  would  only  point  out  here  that  it  illustrates  what  I 
shall  speak  of  more  fully  when  I  come  to  the  question  of 
dii^^nosis — ^namely,  the  tendency  <rf  hysterical  manifeeta- 
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tions  to  ftHsuin  -  a..  .  r^nwrniteU  form,  liwtt'u.l  of  having 
a  nuTc  diffi*  ultv  in  sia^ftking.  M  In  ftphwk.  there  i»  com- 
pteto  (Uiml.ncss-that  \»  to  sav.  inability  to  >im';  k  at  all- 
and  it  is  this  cxagKiTatioii  of  the  diwaliility  whiih  is  so 
BUggetttive  of  hysteria.  1  would  remind  you  afeo  of  anothn* 
characteristic  feature  of  casts  of  hysterical  mutism  and 
n|)h..nia  mumlv.  that  the  child  is  still  ahle  t..  cough, 
although  lie  cannot  talk.  In  true  paralysis  of  the  vocal 
eord«  that  would  be  impowible.  I  Bhall  have  to  refer 
again  to  this  inconsistency  of  the  symptoms  m  hysteria 

One  sometimes  meets  with  an  hysterical  COOgh.    A  gootl 
case  of  that  kind  was  the  following  : 

Case  7 —A  bov,  aged  15  y»"ars,  was  brought  to  me  for  a 
cough,  which  went  on  incess  vntly,  wearing  out  the  nerve^i 
of  all  the  other  people  in  the  hott»e.   He  had  had  a  similar 
attack  three  years  previously,  which  passed  «iff  in  about 
a  month .    A  year  later  he  had  another,  lasting  three  weeks. 
Later  on  in  that  year  he  was  hit  on  the  head  by  a  cricket- 
ball,  and  a  week  afterwards  complained  of  pain  behind 
the  right  ear.    Nothing  was  found,  but  he  kept  holding  a 
handkerchief  to  it  all  the  time  till  the  pain  passed  otf,  in 
about  four  weeks.   Next  year  he  got  a  worse  attack  of 
cough  than  ever,  accompanied  by  great  tachypnopa  (120  p(>r 
minute).    The  cough  was  attended  by  some  frothy  exi-ec- 
toration,  but  there  were  no  signs  in  the  chest  or  throat,  and 
no  rise  of  temperature.   It  is  noteworthy  that  the  cough 
ceased  when  he  was  asleep.    This  attack  passed  oflf  entirely, 
and  he  returned  to  school,  and  remained  well  till  the  be- 
ginning of  the  present  year. 

He  was  a  pale,  rather  poorly  nourished  boy,  with  a  con- 
stant noisv  cough,  repeated  every  few  seconds. 

The  lungs  were  perfectly  liealthy.  The  throat  showed 
the  remains  of  embedded  tonsils,  and  the  vocal  cords  were 
somewhat  reddened.  Examination  with  a  probe  showed 
gome  te.ider  spots  on  the  pharynx,  which  seemed  to  be  the 
starting-points  of  the  cough.  The  tonsils  were  enucleated, 
and  the  dav  after  he  did  not  cough  at  all.  The  following 
day  he  coughed  as  before,  but  next  day  he  was  much 
better.    He  subsequently  made  a  good  recovery. 
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Cask  s.    ('(Histiincc  B  ,  agvd  7  yeans,  was  bn>u^?lit 

t(i  the  lu)spital  in  January,  1901,  with  the  complaint  that 
'i(he  made  a  ciu-ious  noise,*  awl  bad  done  so,  more  or 
kss,  for  the  last  five  months,  but  it  >\as  }i«  uing  inoic  fre- 
quent, and  (MTiirred  now  nearly  every  day.  lasting  for  from 
oiH'  to  four  hours  at  a  time.  The  attacku  were  aieumpanied 
In  pain  in  tbe  tbroat  and  *  round  tbe  heart  .* 

She  was  tto  oidy  ebild  of  a  very  emotional  inotlicr. 
precocious,  and  raci»er  spoilt,  but  well  developed  and 
healthy  looking .  She  had  never  had  fits,  but  had  sometimes 
had  'inability  to  walk,'  and  had  fallen  down  on  several 
occasions  in  the  week  befoi*  she  came  under  observation. 

During  examination  the  cry  came  on ;  it  took  the  form 
of  a  curiotiB  indrawing  sort  of  crow,  very  dlltenlt  to  de- 
scribe, and  was  frequently  repeated.  Physical  examiration 
was  entirely  negative.  She  wa.s  admitted  to  hospital,  but 
during  her  .stay  in  the  ward  was  perfectly  normal. 

The  following  wa.s  a  case  of  a  very  similar  sort  : 

Case  9. — girl,  aged  11  yearf.,  was  seen  in  consultation 
in  November,  1907.  She  was  giving  vent  at  short  intervals 
to  a  sort  of  suppressed  scream.  This  had  been  goi  on 
for  six  weeks,  but  it  stopped  during  sleep  and  meals  >lie 
was  very  excitable  and  emotional,  and  easil/  burs'.  into 
tears.  The  attack  was  ga^  to  have  begun  with  pain  in 
the  tragus  of  one  ear,  passing  rout;.-'  the  he''  Slie  was 
examined  at  the  outset  by  an  aurist,  '^t  nothing  was  found 
except  slight  reduess  of  the  drum,  and  the  pain  was  sup- 
posed to  be  neuralgk;,  and  various  drugs  were  tried  without 
success.  She  was  undoubtedly  a  spoilt  child,  but  I  could 
find  no  signs  of  any  organic  disease,  antl  her  previous  health 
was  good. 

She  reeov«red  qwekly  when  removed  to  a  Home. 

Another  very  interesting  respiratory  manifestation  is 
hysterical  dsrspnoea,  or  tachypnoea — rapid  and  laboured 
breathing  without  apparent  cause.  I  have  seen  several 
sock  cases,  of  whiclt  the  f<^wii^  we  s^K>d  tammi^m : 
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Cam  10.— Osmond  F  ,  aged  8  years,  was  sent  up  to 

hoBjtttal  with  a  history  of  laboured  breathing  for  eight  weeks 
foDowing  a  series  of"  'fits,'  which  had  been  preceded  by 
obstinate  constipation.  In  the  fit«  he  was  said  to  be  un- 
conscious, and  threw  his  arms  about,  but  did  not  pass  water. 
He  had  always  been  delicate  and  constipated,  and  had  a 
very  poor  appetite,  living  chiefly  on  bifecuits. 

(hi  examination,  he  showed  continuous  panting  respira- 
tion (thirtv-six  per  minute),  the  inspirations  being  forced, 
out  without  involvement  of  the  accessory  muscles,  nor 
was  the  diaphragm  overactive.  His  Iweathing  became 
worse  when  he  was  looked  at.  There  were  no  signs  of 
disease  in  the  lungs  nor  elsewhere,  but  he  exhibited  some 
twitching  of  the  nose  and  mouth.  The  knee-jerks  were 
brisk  and  the  fimdi  healthy,  but  there  seemed  to  be  some 
contraction  of  the  visual  fields .  He  was  treated  by  f aradism 
to  the  spine,  and  left  hospital  in  a  month  much  improved. 

Case  11.— Edward  J  ,  aged  15  years.    Five  days 

before  he  came  under  observation  he  got  a  blow  on  the 
head,  w  hich  almost  stunned  him  ;  since  then  his  breathing 
had  been  difficult.    He  had  always  been  nervous,  but  other- 
wise his  health  had  been  good.    He  breathed  in  a  panting 
fashion,  with  forced  inspirations  at  the  rate  of  thirty-six 
per  minute  ;  the  al»  nasi  were  active.   There  was  no 
dyspnoea  when  he  was  speaking,  and  it  was  noticed  that 
he  could  lioUl  his  breath  for  a  long  time  then.    The  dyspnoea 
was  worse  when  he  was  looked  at,  but  disappeared  during 
sleep.   Thwe  were  no  signs  of  disease  in  the  lungs  or  else- 
whcre,  and  no  other  stigmata  of  hysteria.    He  remained 
in  hospital  two  weeks,  being  treated     isolation,  suggestion, 
and  cold  shower-baths,  with  full  ether  narcosis  on  one  occa- 
sion.  He  recovered  sufficiently  to  be  able  to  go  to  a  con- 
valescent  home,  but  his  subsequent  history  is  unknown. 


OCULAR  MANIFEST.\TIONS. 

Passing  from  these,  one  might  next  mention  some  ocular 
manifestations  of  hysteria.  The  first  is  iUpkarospasm, 
whksh  is  certain  h3»t««»l  in  wmB  cmcb.  It  moaSfy 
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begins  with  a  slight  conjunctivitis  or  ulceration  of  the 
cornea,  which  causes  ordinary  blepharospasm,  and  then  the 
condition  becomcB  exaggerated  and  perpetuated.  I  re- 
member seeing  a  little  girl,  aged  seven  years,  who  exhibited 
this  symptom  in  an  extreme  degree,  one  eye  being  screwed 
up  as  tightly  as  possible.  She  had  had  a  good  deal  of 
conjunctivitis  for  some  time  previously,  but  it  had  now 
subsided,  and  under  '  suggestion,'  telling  her  she  could  open 
her  eye  and  encouraging  her  to  do  so  in  the  out-patient 
room,  she  opened  it,  and  the  spasm  did  not  return. 

You  also  meet  sometimes  with  an  hysterical  ptoi/s'.  I 
have  seen  it  associated  with  a  monocular  diplopia,  a  very 
curious  condition.  One  also  gets,  amoi^st  the  ocular 
manif^tations,  limittUion  of  the  field  of  vision,  but  this  is 
less  constant  in  hysterical  children  than  it  is  in  adults. 

VISCEBAL  AND  MENTAL  MANIFESTATIONS. 

The  last  group  of  symptoms  which  one  may  mention 
are  the  visceral  and  mental  manifestations  of  hysteria. 
These  are  much  more  difficult  to  define  and  to  describe 
in  the  child,  because  one  gets  on  the  confines  of  congenital 
moral  deficiency,  or  of  mere  bad  temper,  and  also  on  the 
borderland  of  neurasthenia,  and  the  precise  distinction  of 
hysteria  from  these  conditions  becomes  difficult.  Take  the 
following  ease,  for  instamse : 

Cask  12.— Girl,  aged  5  years.  Since  two  years  old  has 
been  subject  to  'screaming  fits,'  which  come  on  with  the 
slightest  provocation — e.g.,  when  asked  to  see  a  visitor 
or  the  doctor,  or  if  the  other  children  get  something  she 
wants.  She  throws  herself  down  in  the  attack,  and  kicks 
and  screams  at  the  top  of  her  voice.  After  the  attack  she 
is  rather  exhausted  and  dazed. 

There  was  no  family  history  of  insanity,  but  the  father 
was  an  extremely  choleric  and  uncontrolled  person.  The 
patient  had  been  late  in  walking  and  talking,  but  was  said 
to  be  intellectually  bright,  although  her  attention  easily 
Staged.  Her  doctor  stated  that  she  was  physically  soiuid  . 
btti  I  fottnd  It  unpossiblB  to  ezMune  her,  as  she  simply  lay 
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and  screamed  and  kicked  on  the  floor  of  my  consulting- 
room. 

A  year  later  the  attacks  were  said  to  be  getting  fewer. 

Tt  is  very  difficult  to  place  .such  a  case.  Was  it  due^  to 
mere  bad  temper,  to  some  moral  defect,  or  to  hysteria  ? 
In  its  want  of  control  it  certainly  corresponds  to  hysteria, 
but  I  sliould  not  like  to  be  sure  about  it.  Tn  other  cases 
the  child  malingers  or  concocts  groundless  tales  ;  or^  the 
comlition  takes  the  form  of  pure  emotionalism,  sometimes 
with  a  religious  colouring,  as  in  the  following  instance  : 

Case  13.— Bov,  aged  10  years.  Had  always  been  back- 
ward, ami  was  obliged  to  go  to  a  '  special  '  school,  but  went 
on  all  igiit  till  seven  weeks  before  he  came  under  observa- 
tion, when  for  a  week  his  '  arms  and  legs  became  rigid,* 
and  he  would  not  speak  nor  eat.  This  passed  off.  and  was 
succeeded  by  fits  of  violence,  in  which  '  he  breaks  and  tears 
things'  indiscriminately.  Physically  he  seemed  quite 
healthy  and  unusually  well  developed  for  his  age,  with  a 
curiously  deep  voice  ;  but  mentally  he  was  rather  vacant 
and  sullen.  His  father  was  of  opinion  that  the  services 
during  Lent  had  upset  him,  as  he  always  followed  the  Sal- 
vation Army,  and  would  stand  up  at  any  time  and  preach 
or  pray  1 

That  is  a  case  which  in  its  history  and  symptoms  cer- 
tainly fits  in  with  hysteria  better  than  anything  else. 
Sometimes  hysterical  chiUken  exhibit  groundless  fears  or 
'phobies,'  biit  such  cases  are  nearly  allied  to  neurasthenia. 
I  saw  a  little  girl  not  h.ug  ago,  for  instance,  who  was  panic- 
stricken  at  anv  sudden  change  in  the  weather.  A  thunder- 
storm particularly  upset  her,  and  every  time  one  came  on 
she  would  rush  under  the  bed  and  hide  herself.  A  rain- 
storm or  a  gale  of  wind  had  much  the  same  eflfect.  Tt  is 
difficult  to  sav  whether  or  not  such  a  case  should  be  re- 
garded as  one  of  hysteria.  Sometimes  one  meets  with 
anorexia,  and  sometimes  also  wit?',  hysterical  vomiting, 
but  both  these  manifestations  are  rare  in  childhood. 

Diagnosis.— The  first  step  in  the  diagnosis  is  lo  rememh^r 
the  possibility  of  the  oecwrrenee  qf  kffttma  in  ^iUkood. 
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Man)'  cases  are  overlooked  because  people  do  not  realize 
that  hysteria  does  occur  in  childhood  or  early  life,  and  is 
not,  as  some  are  apt  to  suppose,  a  condition  peculiar  to 
the  advdt.    Secondly,  you  have  to  remember  that  hysteria, 
not  only  in  childhood,  but  in  the  adult,  is  always  a  thing 
to  ha  diagnosed  with  fear  and  trembling.    Mistakes  are  very 
apt  to  be  made  through  ovc-looking  the  fact  that  there  is 
some  underlying  organic  condition  present .   You  know  that 
such  a  mistake  is  apt  to  be  made  in  the  case  of  young 
women  suffering  from  early  disseminated  sclerosis,  and  it 
is  also  true  of  organic  disease  in  children.  Apropos  of  this, 
there  is  an  interesting  case  recorded  by  Dr.  Chaffey  in  the 
Reports  of  the  Society  for  the  Study  of  Disease  in  Chil- 
dren, vol.  iii.     It  is  that  of  a  boy  who  was  believed  to  have 
lu-^teiical  anorexia  from  emotional  disturbance  on  the 
death  of  a  favourite  sister,  but  who  finally  proved  to  have 
a  tumour  of  the  brain. 

Thirdly,  remember  that  symptoms  and  signs  which  cannot 
hi  voluntarily  produced  or  simulated  are  probably  not  hys- 
terkta.  Most  hystOTical  manifestations  can  be  simulated 
or  proiluced  by  an  effort  of  the  will  if  necessary.  Take,  for 
instance,  the  case  of  mutism.  Anybody  can  be  mute  if  he 
or  she  wants  to,  whereas  such  signs  as  changes  in  the  optic 
discs,  aboUtion  of  the  deep  reflexes,  or  true  clonus,  cannot 
be  simulated  or  voluntarily  produced,  and  as  a  matter  of 
fact  such  signs  are  never  hysterical,  and  if  they  are  present 
you  should  not  diagnose  the  case  as  one  <A  hysteria. 

Fourthly,  there  is  often  something  exaggerated  or  bizarre  in 
hysterical  manifestations— what  the  French  speak  of  as  the 
'  massivity  '  of  the  symptoms— which  is  of  help  in  diagnosis. 
An  hysterical  pain,  for  instance,  is  always  an  extreme  pain, 
hysterical  paralysis  is  always  absi)lute  paralysis,  an  affec- 
tion of  speech  amounts  to  complete  mutism,  hysterical 
anaesthesia  is  profound  ansesthesla,  and  so  on.  It  is  the 
profundity  of  the  symptoms  which  is  suggestive  of  hysteria 
Fifthly,  it  is  suggestive  of  hysteria  when  the  effect  is  out  of 
proportion  to  the  cause,  as  when  a  chUd,  for  instance,  gets 
a  slight  injury  to  a  joint  and  develops  a  violent  contracture. 
Sixthly,  inconsistency  of  the  symptoms  with  themselves  is 
suspicious  of  hysteria.    In  the  case  of  astasia-abasia,  for 
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instaiKf,  the  child  can  kick  its  legs  about  in  bed  freely, 
althoii<5h  it  cannot  stand  on  them,  as  1  have  mentioned. 
It  may  be  able  to  eoiigh,  but  not  to  speak.    Or  the  signs  and 
symptoms  may  be  inconsistent  with  anatomical  facts. 
A  paralysis,  for  example,  has  not  an  ordinary  nerve  or 
centre  distribution  at  all,  or  an  anesthesia  may  not  cor- 
respond to  any  distribution  of  })eripheral  nerves,  or  to 
central  nerve  areas,  as,  for  example,  in  the  sleeve  type  of 
ana'sthesia.    This   is   absolutely   conelusive   of  hysteria. 
Seventhly,  a  suddm  onset  or  disappearance  of  the  symptoms 
or  eausdeas  variations  in  their  intensity  is  sn^estive  of 
hysteria.   The  symptoms  due  to  organic  disease,  as  you 
know,  usually  come  on  gradually,  and,  as  a  rule,  they  do 
not  go  away  suddenly.    Finally,  the  maintenance  of  a  good 
state  of  the  general  health,  notwithstaiKlini;  the  severity  of 
the  local  symptoms,  is  suggestive.    The  two  boys  with 
hysterical  fits,  whose  cases  1  described  to  you  (Cases  4  and  5), 
were  examples  of  this.    As  soon  as  the  fit  passed  off  they 
were  well,  there  was  no  .  levation  of  temperature  or  inter- 
ference with  the  general  liealth.  which  would  have  been  the 
case  if  they  had  had  a  succes-  'on  of  epileptic  fits. 

Prognods. — ^With  regard  to  prognosis,  all  I  will  say  is  that 
the  prognosis  of  hysteria  in  childhood  is  good  as  regards 
immediate  cure,  certainly  better  than  it  is  in  the  adult ; 
but  the  difficulty  is  to  prevent  relapses,  because  of  the 
patient's  inborn  constitution,  and  often  because  of  his 
environment,  and  it  may  be  part  of  your  duty  to  change 
the  surroundings,  if  you  can,  by  sending  the  child  away 
from  home. 

Treatment.— The  first  and  most  essential  point  in  the 
treatment  of  hysteria  in  childhood  is  isolation.  Get  the 
patient  into  a  home  or  hospital.  Isolation  is  important, 
because  it  takes  the  child  out  of  the  unhealthy  environment 
in  which  it  has  often  been  living,  and  that  aione  may  be 
sufficient  to  effect  a  cure,  as  in  some  of  the  instances  I  have 
mentioned.  Next,  ignore,  as  far  as  you  can,  the  condition 
of  the  child.  Repeated  examinations,  demonstrations  to 
students,  and  so  forth,  are  bad  for  the  patient.  Wholesome 
neglect  is  the  best  attitude  to  adopt,  and  certainly  the 
doctor  and  nurse  should  not  be  over-sympatjietic,  thoi^h, 
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of  course,  the  child  shouklbe  treated  with  the  glove  of  silk  on 
the  iron  hand.  In  dealing  with  specific  symptoms,  what  has 
been  called  the  '  method  of  surprise  '  isgood    t)  it  is  to  say, 
taking  the  ])ati('iit  unawares.  Tna  case  of  astas-ia-ahasia.  for 
instance,  put  the  child  suddenly  onitsfeet  and  tell  it  to  walk. 
Sometimes  under  those  circumstances  the  patie  it  is  taken 
aback  and  does  walk,  and  then  you  have  no  trouble  with 
it  afterwards.    But  ti.e  objection  to  that  method  i  the 
risk  that  if  the  child  be  not  successfully  taken  by  suiprlse 
you  have  not  only  failed  to  effect  an  immediate  cure,  but 
you  have  done  something  to  perpetuate  that  symptom,  and 
to  make  any  subsequent  treatment  more  difficult.    But  the 
manoeuvre  often  comes  off.    '  Suggestion  '  is  of  great  help — 
suggesting,  for  instance,  that  the  chil  '  can  move  the  limb, 
or  that  the  pain  has  gone  awa> ,  or  that  it  can  straighten 
out  an  affected  joint,  etc .    With  regard  to  other  aids,  I  still 
believe  in  the  old-fashioned  treatment  by  cold  shower-baths, 
r^s,  such  as  valerian,  are  perhaps  helpful,  and  in  some 
cases  tonics  may  be  necessary— iron,  arsenic,  and  strych- 
nine—so as  to  get  the  general  health  into  good  condition. 
It  is  extremely  important,  also,  to  see  that  the  convalescence 
is  made  complete,  and  that  the  child  is  kept  away  from  home 
for  a  considerable  time  until  it  is  well  out  of  the  hysterical 
habit,  as  otherwise  there  is  apt  to  be  a  relapse. 
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THE  PABALTSES  OF  CHILDHOOD 

I.  PSEUDO-PARALYSES. 

GENTLKMJ'iN.— Wlien  a  child  is  brouglu  to  vou  who  is 
alloj^ed  t(.  hv  sutft'i  ing  from  '  j)aralysis,'  the  tir.st  thing  you 
have  to  determine  is  uhetlier  the  loss  of  power  is  really  due 
to  some  affection  of  the  muscles  or  nerves,  or  ^\  hetlu  i  it  is 
merely  a  case,  not  of  imthUtUi  to  use  the  limh.  hut  of 
i m  l! nation  to  do  so  because  any  attempt  at  movement  causes 
pain.    Cases  of  the  latter  sort  are  not  very  infrequent  in 
early  childhood,  and  they  are  spoken  (^f  as  '  pseudo-i)ar- 
alysis'  to  distinguish  them  from  genuine  nervous  or  mus- 
cular lesions.    There  are  three  great  causes  of  such  false 
paralyses.    Syphilitic  epiphysitis  is  one,  scurvy  is  another, 
and  rheumatism  is  the  third.   I  may  say  a  word  or  two 
about  each  of  these. 

1.  Syphilitic  Pseudo-Paralysis.— Some  of  you  may  have 
seen  a  child  in  one  of  the  cots  lately  who  was  brouglit  to 
hospital  because  it  had  suihlenly  ceased  to  use  the  l»"ft  arm. 
There  was  a  vague  history  of  injury,  you  may  remendjer, 
and  the  case  was  at  hrst  regarded  as  being  probably  one 
of  a  lesion  of  the  brachial  plexus.    On  more  careful  ex- 
amination, however,  signs  of  congenital  syphilis  were 
(k'tccteci,  and  I  came  to  the  conclusion   that  we  were 
prt)bablv  dealing  with  an  epiphysitis  of  syphilitic  origin. 
This  conchision  was  justified  by  the  fact  that  under  vigorous 
mercurial  treatment  the  supposed  paralysis  quickly  passed 
off.    The  case  presented  unusual  difficulties,  but,  as  a  rule, 
you  will  readily  make  a  correct  diagnosis  in  such  circum- 
stances if  vou' remember  the  existence  of  the  condition. 
As  a  rule,  syphilitic  epiphysitis  occurs  in  infants  of  only  a 
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few  weekg  oW— the  oldest  I  have  seen  was  six  months— 
and  it  almost  always  affects  several  joints,  particularly  the 
joints  of  the  arms  ;  indeed,  I  do  not  remember  to  have 
seen  a  syphilitic  pseudo-paralysis  of  the  lower  limb.  The 
^Ktpes  treatment  is  to  place  the  limb  in  a  splint,  and  to  push 
anti-syphilitic  treatment .  If  this  plan  is  adopted,  a  speedy 
cure  almost  always  results. 

2.  SeorMe  Piwrto-Piftlflii.— The  other  day  a  child 
ten  months  oUl  was  brouijht  to  the  receiving-rooni  for  loss 
of  power  in  one  leg,  and  was  sent  down  to  out-patients' 
with  the  diagnosis  'Paralysis.  ?  cause.'  On  examining 
the  infant,  oi»  ^\as  at  once  struck  by  the  fjreat  tenderness 
of  the  limbs,  and  on  inspect inij  the  gums  they  were  fcund 
to  show  slight  sponginess  round  the  incisor  teeth,  whilst 
inquiry  into  the  history  revealed  the  fact  that  the  child 
had  been  fed  on  condensed  milk  and  a  patent  food.  Anti- 
scorbutic treatment  was  adopted,  and  when  seen  a  week 
later  the  child  was  using  the  limb  freely. 

Here,  again,  the  apparent  paralysis  was  really  a  mere 
disinclination  to  use  the  limb,  from  pain.  Tn  contrast  to 
syphilitic  pseudo-paralysis,  it  is  the  lowe.-  limb;  which  are 
most  apt  to  be  affected  in  this  condition.  The  extreme 
tenderness  of  the  limb  when  handled  should  usually  put 
you  on  the  right  track,  and  often  you  will  find  ako  some 
degree  of  thickening  round  the  lower  end  of  the  femur. 
Your  diagnosis  will  be  confirmed  by  finding  sponginess  of 
the  gums  and  a  history  of  the  child's  having  been  fed  on  the 
sort"of  diet  which  is  apt  to  produce  scurvy.  The  diagnosis 
once  made,  the  treatment  is  obvious,  ard  its  results  usually 
brilliant. 

3.  Rheumatic  Affections,  particularly  of  the  lower  limbs, 
may  also  sometimes  simulate  paralysis.  I  have  known  this 
happen,  especially  when  the  tendo  Achillis,  or  hamstrings 
were  involved.  Here  it  is  older  children  who  are  affected, 
never  infants,  and  the  immobility  is  rarely  complete,  but 
is  chiefly  manifested  by  an  inability  to  walk  properly. 
You  will  usually  find  some  signs  pointing  to  rheumatism 
elsewhere,  or  a  history  of  its  occurrence  in  the  past,  and  the 
use  of  salicylates  and  local  friction  with  a  liniment  speedily 
bring  about  a  cure. 
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Finally,  it  is  always  wt'U  t<.  luar  in  niind  the  poHsibility 
that  paValvsis  niav  In-  siinulal.-.l  l)y  a  purely  gurgioal 
affection.  I  havt-  kno\vn  a  distiiiguisluil  physician,  for 
instance,  be  eompU't«  ly  nonphwsed  by  »  cam  of  d«.ul)le 
con-rcnital  dislocation  of  the  hip.  an.l  ordinary  snnple 
epiphysitis  or  hip-diseaHe  or  diHlocations  may  easdy  lead 
you  into  error. 

II.  TIUJK  I'AltAI.Vsr.S. 
.Vssuniin^'  that  .\()U  are  satisfied  that  you  have  to  deal 
with  a  cast-  of  true  and  not  of  simtilated  paralyBis,  the 
next  thing  vou  have  to  determine  is  the  seat  of  the  lesion. 
In  this  (lia'^nani  (Dia.  it)  there  is  shown  the  course  of  a 
motor  fibre  from  its  starting-point  in  the  cerebral  cortex 
to  its  termination  in  a  muscle,  and  there  is  indicated  also 
the  ditiereiit  lesions  of  which  it  may  be  th(>  subject  at  various 
points  in  its  course.    The  first  step  to  determine  is  whether 
the  lesion  atiects  the  upper  or  hiwer  motor  segment.  This 
is  not  difficult  to  do  if  you  remember  that  upper  segment 
lesions  are  characterized  by  spasticity.  %vith  exa^rgeration 
of  the  deep  reflexes  and  absence  of  nmscular  wastnig, 
whereas  lower  segment  lesions  exhibit  flaccidity,  with 
diminution  of  the  deep  reflexes  and  the  presence  of  wasting. 
We  mn\-  therefore  consider  first  the  lesions  of  the  upper 
segment,  known  as — 

Thb  Spastio  o«  Cbmbral  Palsies. 
A(  cording  to  their  period  of  onset,  these  may  be  divided 
into  three  groups  : 

1.  Pre-natal — i.e.,  occurring  in  utero. 

2.  Natal— i.e.,  occurring  at  the  moment  of  birth. 

3.  Post-natal— i.e.,  occurring  some  time  after  birth. 
Pre-natal  cases  are  usually  tlie  result  of  malformation  of 

part  of  the  brain— a  condition  to  which  the  term  por- 
encephaly is  applied— or  of  an  arrested  development  of 
the  cortical  cells  {agenesis  corticalis). 

The  natal  cases  are  due  to  an  injury  to  the  brain  durii^ 
parturition.  The  nature  of  the  injury  is  often  obscure, 
but  one  may  safely  regard  it,  in  many  cases  at  least,  as 
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hi-mn  <liu«  to  a  nu'uiiiKi-al  hwinorrhttge.  Very  commonly 
one  ttmlH  that  huth  L-hiklrcn  have  been  born  prematurely, 
Mid  only  rerwsitoted  with  «reat  difficttlty.  Ii»t«iintot»l 

doliviM  \  is  by  no  means  always  a  factor. 

Cam  s  which  come  on  some  time  after  birth*  (poft-natal) 
wre  usually  hemiplegic,  and  ni»y  be  di»  to  tfie  same  causes 
as  produce  hvmiptegia  in  adults— e.g..  embolism,  syphilitic 
throinhoi-  is.  or  oven  hwmorrhnge.  Sometime*,  at  least,  they 
are  tlie  result  of  surface  lesions— f  .jf.,  venous  thrombosia— 
ai^  they  may  also  be  dne  to  a  polio-encephalitis  affecting 
the  motor  area  analoL^ons  (o  tlir  ])()lioinyelitiB  which  is  so 
common  in  the  ^ray  matter  of  tlie  cord. 

As  regards  its  distribution,  the  paralysis  may  be  : 

(1)  Hemiplegic  (involving  one  arm  and  leg) ; 

(2)  Paraplegic  (involving  both  legs) ; 

(3)  Diplegic  (involving  all  the  lind)s)  ; 

(4)  Monoplcgic  (involving  one  limit  only)  ; 

in  that  order  of  frequency,  and  depending  upon  the  site  and 
extent  of  the  lesion. 

The  paraplegic  cases  are  sometimes  spoken  of  by  the 
special  name  of  Little's  disease-  a  term  wliicli  should  appeal 
to  all  of  you  here  ;  for  Dr.  Little  was  at  one  time  physician 
to  the  London  Hospital,  as  well  as  founder  oi  the  Boyal 

Orthopsedic  Hospital. f 

T  have  used  the  term  Diplegia  to  signify  a  paralysis 
affecting  all  the  limbs.  You  will  often  find  it  employed, 
however,  to  signify  any  bilateral  affection  of  the  cortex 
whkh  results  in  paralysis,  and  if  used  in  that  setise  it  would 
cover  paraplegia  as  well.  There  are  several  varieties  of 
diplegia.  The  typical  form  in  which  all  the  UnAa  are 
affected  is  also  spoken  of  as  generalized  rigidity,  az^  a  good 
example  of  it  is  shown  in  Fig .  32.  .Such  cases  are  usually  of 
pre-natal  origin.  At  other  times,  again,  it  results  from  a 
progressive  d^eneration  of  the  cortical  cells  coming  on 

•  It  is  well  to  remember  that  the  history  is  not  always  a  safe 
fftiide  M  to  whether  a  case  is  of  uatal  or  post-natal  origin,  for  there 
oaa  be  little  doubt  that  in  many  cases  which  reaUy  date  1X9m  wr» 
the  paralysis  is  not  noticed  till  the  child  tries  to  w^. 

t  Little's  original  paper  was  published  m  the  Trans,  of  the  Ob- 
st^ciei^  Soe^  1861,  T<d.  iii,  p.  297. 
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fiomo  time  »»ter  birth— ft  condition  iwmetimeii  rilwd  as 
om  of  'premiiturc  senility'  of  the  n.'iiron».  Such  caw» 
often  occur  in  vari»)Uii  memberM  of  the  nanw  fuinily.  In 
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OF  CUU-DUOOD. 

yet  another  group  the  progress  and  symptoms  closely 
rescinl.lf  iho^f  of  fi.  P.  I.,  and  in  that  case  the  disease 
usually  starts  duiing  adolescence,  and  is  piobably  of  sj-phi- 
litic  origin.  To  the  diptegkMi  also  bekmg  the  uaaa  of 
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iiml.l.vnpiii  with  nu  ntftl  deftiienty  wimetinifH  met  with  in 
Jnwinh  fttinilifs,  to  which  I  shall  have  occaiilon  to  refer  In 

•  lat«r  footnw. 

Y<m  mi^ht  suppose  tliat  it  would  l»e  irapoBHiblf  to  dw- 
tiiigui»h  a'^coHo  of  diplegia  from  one  of  double  heniipU'>?ia. 
but  it  is  not  bo.  In  diplegia  there  b  always  more  riKidity 
than  paralyHW,  in  hemiplegia  the  reverM-.  In  hemiplegia, 
again,  the  arm  is  always  more  affeeted  than  the  leg  ;  in 
diplegia  tliis  in  not  observed.  As  regardu  the  relatbm^ip 
between  the  dlntribation of  the  spastic  palsieH  and  the  time 
of  tlieir  causation,  it  may  hr  haid  that  the  hemiplegiaH  are 
uHually  of  po.st-natal  development,  the  paraplegias  of  natal 
production,  whilst  the  diplegias  may  be  of  either  pre-natal 
or  poet-natal  appearance.  Monoplegias  arc  so  rare  that  I 
cannot  tell  you  wliat  is  their  usual  time  of  cauHation. 

COMPLK  ATIONH  OK  TUB  SPASTIC  PaL-SIES. 

Yon  will  find,  gentlemen,  that  the  spastic  palsies  not 
merely  produce  a  greater  or  less  degree  of  impairment  <rf 
motor  pcnrer ;  they  also  bring  in  their  train  certain  remoter 
consequences.  Two  of  these  are  specially  prominent,  and 
should  be  remembered  when  you  are  giving  a  prognosis. 
One  is  mental  impoirm^,  the  other  w  fits. 

1.  Mental  Impairment.— You  will  not  he  surprised  to 
find  that  any  severe  and  extensive  cerebral  lesioi  in  a 
young  child  is  apt  to  be  followed  by  some  impairment  of 
the  mental  fanotkms,  and,  in  accordance  also  with  what 
one  would  expect,  one  finds  that  the  earlier  the  lesion  mak©*J 
its  appearance,  the  more  apt  is  such  impairment  to  be 
manifested.  So  far  as  I  have  been  aUe  to  observe,  diplegics 
are  invariably  imbecile  ;  they  become,  indeed,  practically 
dements,  whilst  paraplegics  are  more  apt  to  suffer  than 
hemiplegics.  The  degree  of  mental  disturbance  may  vary 
feom  a  mere  slight  degree  of  '  eccentricity  '  to  a  em^tktn 
of  absolute  imbecility. 

2.  Fits.— If  you  inquire  into  the  history  of  cases  of 
spastic  paralysis  of  post-natal  appearance,  yon  wil!  oftwi 
be  told  that  the  paralysis  set  in  in  consequence  of  a  fit. 
Whether  the  fit  in  such  a  case  is  really  the  cause  of  the 
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paralysis,  or  whether  both  fit  and  paralysis  are  the  common 
result  of  a  cerebral  lesion,  I  am  not  prepared  to  say ;  but  of 
this  there  can  be  no  doubt— that  in  many  cases  the  fits 
tend  to  recm-  in  such  children,  or  to  make  their  appearance 
sooner  or  later,  even  although  they  were  not  present  from 
the  outset.   The  fits  in  such  cases  art>  typically  epdeptic 
in  type,  ami  often  occur  with  great  frequency  and  severity, 
and  are  of  special  importance,  because  there  can  be  no 
doubt  that  they  tend  stiU  further  to  impair  mental  develop- 
ment.   They  are  probably  more  apt  to  occur  in  those  cases 
which  are  the  result  of  a  suiface  lesion,  especially  when  it 
happens  to  be  both  extensive  and  of  early  production. 


Pott's  Pabamjmha, 

Cases  of  spastic  paraplegia  are  sometimes  brought  to  one 
with  the  history  that  the  paralysis  lias  come  on  gradually. 
In  such  cases  it  is  always  advisable  to  examine  the  back 
very  carefully  for  signs  of  spinal  caries,  particularly  in  the 
cervical  and  upper  dorsal  regions,  for  compression  myelitis, 
as  it  is  (  piled,  is  not  an  uncommon  sequence  of  spmal  caries 
in  these  regions.  Here,  again,  it  is  the  upper  motor  segment 
which  is  involved— t.e.,  the  motor  fibres  on  their  way  to 
the  anterior  cornual  cells  of  the'  lower  dorsal  and  lumbar 
parts  of  the  cord— and  that  being  so,  the  paralysis  is,  of 
course,  spastic  in  type.    It  differs,  however,  in  several  re- 
spects from  the  spastic  paraplegia  of  cerebral  origin  which 
I  have  alreadv  described.    In  the  first  place,  the  history 
usualh  makes  it  quite  plain  that  the  symptoms  have  de- 
veloped «/o«%,  whereas,  as  we  have  seen,  in  the  so-called 
Little's  disease  the  paralysis  has  almost  always  dated  from 
birth     In  the  second  place,  the  sphincters  are  usually 
involved  early  in  Pott  s  paraplegia  ;  indeed,  overdistension 
of  the  bladder,  with  consequent  cystitis,  is  one  of  the  un- 
pleasant results  which,  unless  the  doctor  is  watchful,  the 
affection  of  the  sphincters  may  bring  about.    The  paralysis 
is  sometimes  preceded  bv  pains  referred  usually  to  the  chest 
or  abdomen,  and  vou  will  find  it  a  good  rule  in  every  case 
in  uhich    c  hild  (  umplains  of  persistent  abdominal  pain  to 
examine  the  back. 
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You  should  not  take  too  gloomy  a  view  of  these  cases.  It 

is  surprising  how  completely  the  paralysis  may  be  recovered 
from  if  the  child  is  kej)t  for  a  sufficient  time  at  perfect  rest. 
Rest,  indeed — absolute  and  prolonged  rest — is  the  keynote 
of  their  Buccessful  management. 

LlESIOKS  07  THE  L0W2R  MOTOB  SxaUXST. 

The  iiii>st  typical  form  of  paralysis  which  results  from 
a  lesion  of  the  lower  motor  segment  is  infantile  paralysil, 
which  is,  as  you  know,  the  consequence  of  anterior  polio- 
myelitis. Now,  the  first  remark  I  have  to  make  about 
'  infantile  '  paralysis  is  that  it  is  a  rather  badly-named 
disease. 

It  is  i.i)t,  indeed,  a  characteristic  disease  of  infancy  at  all, 
for  it  is  but  rarely  met  with  before  the  end  of  the  first  year. 
The  great  majority  of  cases  occur  in  the  second  and  third 
years.  You  will  usually  have  but  little  difficulty  in  recog- 
niziiig  a  case  when  it  is  brought  to  you.  The  flaccidity  of 
the  limb,  the  loss  of  the  deep  reflexes,  the  wasting  of  the 
muscles,  and  the  ])resence  of  the  reaction  of  degeneration, 
all  proclaim  it  at  once  as  due  to  a  lesion  of  the  lower  motor 
segment,  and  the  only  thing  for  which  you  can  mistake  it 
is  a  paralysis  due  to  interference  with  a  peripheral  nerve. 
How  such  an  error  is  to  be  avoids  1  1  shall  point  out  shortly, 
when  I  come  to  speak  of  the  peripiicral  palsies  of  chiWItood. 

Although  a  fully-developed  case  is  not  difficult  t  •  ,  jcog- 
nize.  you  will  often  be  puzzled  should  you  happen  to  .see  the 
|)atient  during  the  active  stage  of  the  disease.  It  will  be 
but  rarely,  however,  that  you  will  have  that  opportunity. 
The  onset  of  anterior  poliomyelitis  is  often  marked  by  but 
little  in  the  way  of  general  disturbance  of  health.  A  little 
fever,  perhaps  a  disinclination  for  food,  and  a  '  going  oflE  his 
legs.'  may  be  the  only  indications  of  the  serious  mischief 
which  is  on  foot.  Sometimes,  howtver,  the  disease  sets  in 
with  more  of  a  fracas.  I  remember  being  asked  to  see  a 
boy  of  five  by  one  of  my  colles^ues  here,  who  had  been 
admitted  to  the  hospital  suffering  from  severe  fits  When  1 
ex.iminf'd  him  he  was  almost  in  a  status  epilepticvs.  passing 
from  one  severe  general  convulsion  to  aiwther,  with  brief 
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intervals  of  onlv  partial  ponsciousness.  A  careful  examina- 
tion revealed  no  signs  of  disease,  and  one  was  driven  to 
E-»ke  the  tentative  diagnosis  of  convulsions  probably  of 
reflex  origin  from  the  bowel.  In  a  (la>  or  two,  however, 
the  mystery  was  cleared  up,  for  the  boy  emerged  from  his 
fits,  but  with  complete  paralysis  of  the  shoulder  group  of 
muscles  on  one  side.  It  had  been  a  case  of  anterior  polio- 
myelitis ushered  in  by  convulsions. 

Another  mode  of  oaset  wliich  may  puzzle  and  mislead 
you  is  that  in  which  the  initial  stage  of  the  paralysis  is 
attended  bv  great  hypereesthesia  of  tlic  affected  limb. 
I  remember  being  quite  deceived  by  the  first  case  of  this 
sort  which  I  saw .    It  was  that  of  a  Uttle  giri  who  was  under 
my  care  whilst  T  was  in  t«mporary  charge  of  one  of  the 
wards  at  Cxreat  Ormond  Street.    Her  left  leg  seemed  to  be 
paralyzed,  but  whenever  one  attempted  to  examine  it  the 
child  seemed  in  such  pain,  and  screamed  so  loudly,  that  oiu> 
was  obliged  to  desist.    Not  being  at  that  time  aware  that 
infantile  paralysis  might  be  accompanied  by  great  tender- 
ness in  its  early  stages,  I  was  inclined  to  think  that  one  had 
to  deal  with  one  of  those  pseudo-paralyses  Avhich  were 
described  afc  the  beginning  of  this  lecture,  and  discussed 
the  po,S8ibility  of  mischief  in  the  neighboiu-hood  of  the  hip- 
joint.   Examination  under  an  anaesthetic,  however,  re- 
vealed nothing,  and  by-and-by  the  tenderness  passed  oflF, 
and  the  child  was  ieft  with  an  ordinary  infantile  paralysis 
of  some  of  the'muscles  of  the  thigh. 

As  re§  ds  the  vngno^  to  infwltte  pvstHm  one  can 
always  safely  say  that,  after  the  acute  stage  has  passed 
off.  anv  change  which  takes  place  will  be  in  the  direction 
of  improvement .  The  extent  to  which  the  affected  muscles 
will  be  finally  disabled  can  be  gauged  better  by  the  elec- 
trical reactions  than  by  any  other  test.  The  more  com- 
pletely and  exteasively  faradic  excitability  is  lost,  the  more 
irreparable  is  the  damage  whfch  has  been  doiw. 

1  shall  discuss  the  treatment  of  infantile  paralysis  and 
the  deformities  which  result  from  it  along  with  that  of 
paraly.ses  in  general. 
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Chronic  Anterior  Poliomyelitis. 

Chronic  anterior  poliomyelitis  leading  to  progressive  mus- 
cular atrophy  is  a  rare  disease  in  ehiUlhood.  Hofmann  has 
deHcribed*  a  special  type  of  it  which  occurs  in  families,  and 
of  which  the  case  depicted  in  Fig.  38  was  an  example. 
This  child,  a  boy  four  months  old,  was  brought  to  see  me 
at  Great  Ormond  Street  with  the  history  that  he  had  become 
gradually  paralyzed  within  the  last  three  months.  The 
inother  stated  that  an  exactly  similar  fate  had  befallen 
two  otlier  of  her  children  at  the  same  age.  On  examination 
the  infant  was  found  to  exhibit  complete  flaccid  paralysis 
of  all  the  muscles  except  the  diaphragm,  so  that  he  lay 
helpless  on  his  back,  breathing  with  difficulty  and  occa- 
sionally giving  vent  to  a  feeble  crj'.  The  atrophy  of  all 
the  miascles  is  well  shown  in  the  photograph,  and  a  few 
fibrillary  tremors  could  be  observed.  The  child  died  out- 
side shortly  afterwards,  but,  unfortunately,  no  examination 
could  be  obtained.  Such  cases  are  exceedingly  rare,  and 
belong  lather  to  the  curiosities  of  pediatrics,  for  you  may 
spend  a  long  life  in  busy  practice  and  never  meet  one  of 
them. 

Pkripiikkal  Pai.siks. 

Paralysis  from  lesions  of  the  peripheral  nerves  are  not 
very  uncommon  in  childhood,  and  may  be  divided  into  the 
two  great  groups  of  (1)  traumatic  and  (2)  toxic.  The  best 
examples  of  the  former  are  the  'obstetrical  palsies,'  which 
result  from  injury  to  nerves  at  birth  ;  the  latter  are  typified 
by  post-diphtheritic  paralysis.  It  will  bd  well  to  consider 
each  group  separately. 

1.  Obstetrical  Palsies.— These  may  affect  the  arm,  the 
leg,  or  the  face.  Those  of  the  arm  are  the  commonest 
and  best  known,  and  usually  take  the  form  of  Erb's  par- 
alysis, which  is  the  result  of  an  injury  of  the  fifth,  sixth, 
and  seventh  cervical  nerves  at  the  root  of  the  neck.  These 
nerves  supply,  as  you  will  remember,  the  deltoid,  biceps, 
bracbialia  antkus,  and  snpinatc^^  loi^us,  as  well  as  the 

*  jr«Neft.  Med.  Woch..  190<),  xlvii.,  p.  1949  ^  l>«irf.  ZtUtek^f, 
Nervtitkmik.,  1893.  iii.,  p.  427. 
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external  rotators  of  the  shoulder  (rhomboids,  supra-  aiul 
infra-spinatus,  and  teres  nunor).  When  these  mtmcles  are 
paralyzed,  their  opponents  have  it  aU  their  own  xv  a,\ .  with 
the  consequent  e  that  the  arm  assumes  a  very  eharacteristic 
I)osition,  being  held  limp  by  the  side,  fully  exteniled  and 
nronated.  and  rotated  inwards  at  the  shoulder,  so  that  the 
palm  of  the  hand  looks  baekwards  and  a  little  outwards- 
much  in  the  position,  as  it  has  been  remarketl,  in  which  a 
man  places  his  hand  when  expecting  a  tip.  (The  charac- 
teristic position  is  well  shown  in  Fig.  37). 

The  injury  to  the  nerves  in  these  cases  is  probal)l.\  the 
result  of  piVssure  or  of  laceration,  and  the  labour  will 
almost  al\\a\  s  be  found  to  have  been  a  difficult  one.  This 
may  be  the  reason  why  the  condition  is  commoner  in  boys. 
Of  fourteen  consecutive  cases  of  which  1  have  notes,  nine 
were  males  and  five  females .    It  is  commonly  said  that  most 
cases  are  the  result  of  a  breech  presentation,  the  injur\ 
bein>?  inflicted  in  the  delivery  of  the  after-<  (.ming  head,  but 
in  onlv  four  .)f  my  cases  was  the  child  born  by  the  breech. 
Nor  can  one  attribute  it  to  injury  by  forceps,  for  in  ten  of 
my  cases  the  child  was  born  without  the  aid  of  instruments. 
Of  my  own  cases,  eight  were  right-sided,  four  left-sided, 
and  two  were  bilateral  ;  but  other  observers  state  that  the 
preponderance  of  cases  is  on  the  left  side. 

In  a  typical  ease  the  condition  can  be  recognized  at  a 
glance,  but  as  all  the  above-mentioned  mu.scles  are  not 
always  equally  atiected,  many  atypical  forms  are  met  with. 
These  you  may  have  difficulty  in  diagnosing  from  infantile 
paralysis,  and!  in  the  absence  (,f  a  history,  I  do  not  know  of 
an>-  wa\-  in  which  vou  could  be  sure  which  it  was  you  were 
tlealing' with.    Usually,  however,  you  will  be  clearly  told 
that  the  paralvsis  was  noticed  at  or  shortly  after  birth, 
and  that  should  keep  vou  right.    The  future  of  such  cases 
is  difficult  to  forecast.    The  majority  probably  recover  t» 
a  very  great  extent,  for  typical  examples  of  the  paralysis 
are  very  rarclv  met  with  in  adult  life  ;  but  often,  no  .Inubt, 
some  degree  of  weakness  of  the  shoulder  muscles  remains. 
Your  estimate  of  the  chances  of  recovery-  in  any  given  case 
must  be  based  on  the  same  data  as  w  ere  laid  down  for  your 
guidance  in  the  prt^iwsis  of  infantile  paralysis. 
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Obstetrio  paralysis  affecting  the  leg  is  said  to  (x-cur,  but 
I  have  never  seen  an  example  of  it.  Facial  paralysis  frf)m 
this  eause,  on  the  other  hand,  iH  not  very  uncommon,  and 
iH  often  the  result  of  the  pressure  of  the  blades  of  the  forceps. 
Usually  it  passes  of!  very  quickly,  but  Edgeworth  has  re- 
corded* one  bilateral  case  which  was  still  very  marked  at 
the  age  of  seven. 

The  treatment  of  these  affections  I  shall  come  to  later. 

•2.  Toxic  Neuritis— With  the  exception  of  the  post- 
diphtheritic form,  toxic  neuritis  is  very  uncommon  in  child- 
liootl.  Tile  forms  which  you  are  familiar  with  in  adults  as 
due  to  load,  akohot,  and  tawBtdo  you  will  hardly  ever  see 
in  the  child. 

Occasionally  one  sees  cases  of  multiple  neuritis  in  chil- 
dren, the  cause  of  which  is  difficult  to  ascertain.  Some  of 
these  arc  vaj^iicly  spoken  of  as  hv'mg  'rheumatic'  Tiu-y 
are  not  difficult  to  recognize,  for.  besides  presenting  all  the 
orilinary  eluiracters  of  a  lower  segment  lesion  (wasting,  loss 
of  deep  reflexes,  reactkm  erf  degeneration),  they  are  clmr- 
aeterized  by  being  widespread  and  usually  symmetrical 
itions,  which  at  once  distinguishes  them  from  conl  lesions, 
her— at  the  outset,  at  least— they  present  more  or 
less  impaurment  of  the  sensory  functioiw,  as  well  as  of  the 
motor. 

FoiMttphtheritic  paralysis,  which  is  by  far  the  most  im- 
portant of  the  toxic  neuritis  group  in  childhood,  I  do  not 
propose  to  speak  of  very  fully,  for  its  study  is  always  taken 
up  along  with  that  of  diphtheria.  Its  chief  peculiarity, 
you  remember,  is  its  tendency  to  affect  certain  nerves  more 
than  oth^,  paralysis  of  the  soft  palate  being  one  of  its 
earliest  and  most  constant  matiifestations.  Paralysis  of 
the  muscles  of  the  eye  is  also  not  uncommon,  nor,  un- 
fortunately, is  that  of  the  respiratory  muscles  and  heart, 
for  when  these  are  affected  the  patient's  condition  is  often 
very  dangerous. 

The  cases  of  post  -  diphtheritic  paralysis  which  you  are 
most  apt  to  overlook  are  those  in  which  the  child  is  brought 
to  you  for  weakness  of  the  legs,  with,  perhaps,  inability  to 
waik  properly.  In  such  a  case  there  may  be  no  clear  liistory 
*  Brit.  Med.  Joum.,  1894,  i.,  p.  11. 
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..f  tliphtluria  obtainable  and  no  evidence  of  paralj-win  of 
the  noft  palate,  and  I  have  known  gmit  .lifficuluos  m 
diagnosis  arise.  Thr  absonrc  of  the  knee  /'rks,  however, 
ought  to  k('t>i>  vou  right,  for  though  this  might  be  due  to 
infantile  paialvsin,  vet  the  latter  is  not  so  likely  to  be 
(lymmetiical.  and  the  wasting  is  usually  much  more  pro- 
nounced.  It  is  uell  to  remember,  tm»,  that  post-diphtheritio 
paiaivsis  is  rare  before  the  age  of  two,  whilst  the  majority 
of  caws  of  infantile  paralyBii*  occur  in  the  Mcond  year. 


Facial  Paralysis  in  Childhood. 

The  ordinary  ^MVs  palsy  so  fre(iuently  met  with  in 
adults  and  usualh  attributed  to  the  eliectK  of  cold,  is  not 
at  all  eommon  in  ehildhood.  When  a  child  is  brought  to 
you  with  facial  paralysis,  you  should  think  of  two  tlungs  : 
(1)  That  it  may  be  an  obstetrical  paby  ;  (2)  that  it  may  be 
the  result  of  middle-ear  disease. 

Of  the  first  of  these  I  have  already  spoken,  and  have 
pointetl  out  that  the  paralysis  in  such  cases  always  dates 
from  birtli.  and  is  usually  transitory,  and  you  should  have 
no  difficult V  in  diagnosing  it. 

Facial  paralysis  which  results  from  diiMM  in  the  middle 
ear  is  by  no  means  uncommon,  and  may  sometimes  even 
be  bilateral  :  but  its  recognition  is  easy,  for  there  is  always 
a  history  of  a  discharge  from  the  ear  on  the  affected  side. 
When  both  nerves  are  affected,  the  charac  teristic  appear- 
ance of  the  fa<  c  known  as  '  tapir-mouth  '  is  produced. 

Clearing  out  the  mastoid  in  these  cases  often  gives 
brilliant  results,  and  I  have  known  the  paral.\  sis  begin  to 
pass  off  within  a  few  hours  of  the  operation.  Sometimes 
however,  a  greater  or  less  degree  of  permanent  interference 
with  the  functions  of  the  nerve  results. 


Myofathixs. 

I'erijihcral  palsies  the  result  of  affections  of  the  muscles 

them^elvcs  arc  almost  peculiar  to  ebildhood.  and  may  be 
convenicntlv  spoken  of  as  'myopathies.'  Whether  the 
disease  of  the  muscle  in  these  cases  is  truly  primary,  or,  as 
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most  mMi.M|n^i>ts  arc  now  l«'niniiinK  to  think,  is  milly 
the  rc;sull  nil  atTtH  tion  of  the  ntT.e  cell»  of  the  cord,  w 
a  recomlite  i»atholo«iial  question  into  whfcjh  W9  need  i»* 
tnter.  In  anv  ease,  the  paralyw  >  of  this  group  are  far  from 
.  ommon.  e\vu  in  chiMhood.  and  1  only  mention  them  here 
for  the  sake  «»f  <  oin|)U«ti  iu>sH.  ^ 

Cases  of  mvopaths  niav  be  roughly  divided  into  two 
groups— (1)  Those  in  which  the  affc  t.  «l  musdcH.  or  some 
(,f  th.  in,  arc  appar.Mitly  onlarncd  and  thickened  ;  (2)  those 
in  wh'wh  markeil  muscular  atrophy  is  present. 

1.  PMoto-hTPtftfOphie  paralyrit  is  the  classical  example 
of  the  first  group,  and  its  p.-,  uli:iritics  are  so  carefully  dealt 
with  in  every  text-book  that  1  need  not  spend  further  time 

upon  it.  .         ,       1 1 

2  The  atrophic  MfM  are  divided,  often  rather  arbitrarily, 
into"  <lifT«-rent  gn.ups.  areordinf?  to  the  muscles  atfei  ted. 
Thus,  one  speaks  of  the  '  facio  M  apulo-humwal  '  t.\  pe.  of 
the  'peroneal'  tvpe,  and  so  on.    In  some  of  these  <^ases 
the  atrophy  of  the  muscles  and  l.-ss  ..f  pnw.-r  have  l)eon 
noted  at  or  verv  soon  after  birth  (infantile  type),  in  (»Uiers 
thev  hail  come  On  gradually  at  some  period  of  childhood. 
The  degree  of  atrophy  varies,  being  in  some  eases  extreme, 
and  varir.us  deformities  ..f  p<.sition  may  result,  whiUt  the 
haiKis  and  feet  sf.metimes  look  curiously  long  and  tbm 
(Fis    42)    The  electrical  reactions  may  be  diminished 
quantitatively,  but  usually  show  no  qualitative  alteration 
Nvhii  h  marks  the  eomlition  of!  from  .nterior  poUomyehtis 
and  neuritis,  whilst  the  absence  of  fibrillary  conteaction 
distinguishes  it  from  progressive  muscular  atrophy.  Little 
if  anything,  unfortunately,  can  be  done  to  improve  them, 
but  they  often  exhibit  but  slight  tendency  to  progress, 
and  may  survive  m  fair  health  for  many  years . 

Apparent  paralj-sis,  the  result  of  congenital  absence  of 
mascles  or  bones,  may  be  mentioned,  but  if  you  remember 
the  fact  of  its  existence  you  are  not  Ukely  to  be  deceived 
by  it. 


LKCTURES  ON  DISEASES  OP  CHILDREN 

Tbsatmsnt  of  thk  Pakalysks  of  Childhood. 

I  can  promise  you.  \  ain  afraid.  Imt  little  satisfactic  ii  in 
your  treat nK>nt  of  the  paralyses  whieh  have  been  deseribed 
in  this  lecture.  For  the  most  part,  they  depend  upon 
organic  lesions  of  the  nervous  system  whi(  li  it  is  quite 
beyond  ><)ur  power  to  modify  or  remove,  and  at  best  you 
can  only  hope  in  most  eases  to  mitigate  their  effects. 

In  the  treatment  of  the  svMtic  paralyief  you  will  fintl 
a  great  ally  in  the  orthopaedic  surgeon,  who  (  an  do  much 
by  instruments  and  supports  of  various  sorts  and  by  opera- 
tion to  increase  the  usefulness  of  the  affected  limbs.  The 
detailed  consideration  of  such  procedures,  liowevt  r.  would 
be  (|uite  l)eyond  my  province.  For  tlic  tits  which  often 
ensue  in  these  cases  bromides  and  ddoral  may  be  given, 
and  although  T  have  seen  it  stated  that  bromides  do  no 
good  in  these  cases  of  organic  lesion  of  the  brain,  yet  1  (  an 
only  say  that  1  have  occasionally  seen  great  benefit  from 
their  continueil  use.  Further,  by  diminishing  the  number 
and  severity  of  the  fits,  one  does  something  at  least  towards 
arresting  tlie  su])ervcntion  of  mental  imjiairmcnt.  for  there 
can  be  no  doubt  that  frequent  and  severe  tits  seriously 
impair  the  intellectual  functions.  Should  mental  deficiency 
be  already  present,  it  must  be  treated  on  the  lines  which  I 
shall  lay  down  in  a  lecture  on  mental  deficiency  in  general. 

For  PoU's  paraplegia  1  have  already  said  that  the  chief 
treatment  is  rest,  along  with  such  support  by  splints  or 
otherwise  as  you  arc  accustomed  to  see  used  in  spinal  (  aries. 
Iodide  of  potassium  in  large  doses  is  also  strongh  recom- 
mended by  some  writers  in  these  cases.  It  perhaps  acts 
by  aiding  in  the  absorption  of  the  inflammatory  material 
which  is  compn^ssing  the  cord.  Attention  to  the  bladder 
is  always  imperative.  1  have  known  serious  cystitis  set  up 
by  a  neglect  of  this  important  matter. 

Infantile  paralysis  is  now  known  to  be  an  infectious 
disease,  and  therefore  in  the  acute  stag"  the  patient  must 
be  strictly  isolated  and  a  disinfectant  spra\  used  for  the 
throat  and  nc»e,  which  are  the  probable  channels  of  infec- 
tion. Pain  may  be  relieved  by  opium  or  aspirin,  and  uro- 
tropin  or  helmitol  should  be  administered,  as  these  drugs 


THE  PARALYSES  OP  CHILDHOOD 


265 


pass  quickly  into  the  cerebro  spinal  fiuid.  ami  may  lielp  to 
destroy  the  infective  agent.  The  limb  should  be  placed 
on  a  light  splint,  with  the  atiected  muscles  in  a  position  of 
relaxation.  When  the  acute  phase  is  over,  massage  and 
electricity  are  useful.  The  value  of  the  latter,  however, 
must  not  ])e  overrated.  It  can  certainly  do  no  good  in  the 
long-establishe*l  cases  i  v  hich  the  paralysis  has  existed 
for^some  months.  It  as  also  the  .asadvantage  of  being 
very  apt  to  frighten  th(  ■  '  l''.'. 

The  nutrition  of  the  affected  limb  can  be  helped  by  warm 
covering  and  by  douching  with  salt  and  water,  followed  by 
vigorous  friction  \\  ith  a  rough  towel.  Any  degree  of  v<jlun- 
tary  movement  is  far  more  valuable  than  any  amount  of 
mas.sage,  and  the  child  should  therefore  be  encouraged  to 
use  the  limb  as  much  as  possible.  This  can  be  done  by 
putting  a  little  collar  of  bells  round  the  wrist  or  ankle,  and 
getting  him  to  ring  them  by  moving  the  arm  or  leg  ;  the 
finer  movements  can  be  developed  by  teaching  him  to  prick 
out  patterns  with  a  pin,  or  by  any  similar  devkse  which  the 
intelligence  of  the  mother  can  suggest. 

For  ihe  club-foot  and  t)ther  deformities  which  so  com- 
monly result  in  infantile  paralysis,  you  must  again  have 
recourse  to  surgical  aid. 

For  neuritis  in  its  early  stage  rest  and  symptt)inatic 
treatment  nuist  be  your  rule.  Later  on,  electricity, 
massage,  and  strychnine  will  be  of  help.  In  the  ease  of 
the  special  injury  of  nerves  which  causes  Erb's  palsy  it  has 
been  recommended  that  if  the  lesion  be  recognizetl  at 
birth  the  arm  should  be  p\it  up  for  a  month  in  the  same 
position  as  for  fractiued  clavicle,  in  the  hope  that  this  .lay 
help  the  repair  of  the  nerve-trui.ks.  I.nter  on  it  must  be 
treated  like  any  other  neuritis.  Some  successful  cases,  in 
which  the  nerve-trunks  were  sutured  in  this  form  of  para- 
lysis, have  been  recorded.*  and  perhaps  this  nu  thod  of  treat- 
ment may  become  more  widely  used  in  the  future. 

♦  See  Kennedy,  Brit.  Med.  Journ.,  February  7,  ll»03. 


LECTURE  XXll 


MENINOITIS 

GENTIJ5MEX  — Meniiif^itis  is  a  disease  which  is  compar*- 
tively  coinmoii  in  childhood— much  commoner,  certainly, 
than  it  is  in  the  adMlt— but  it  is  one  which  is  peculiarly 
difficult  to  describe  in  a  lecture,  and  I  feel  far  from  confident 
of  my  ability  to  give  you  anything  like  a  clear  description 
of  it.'    This  is  due  to  the  <:reat  variability  in  tlie  symptoms 
which  the  disease  presents— a  variability  which  is  to  be 
ascribed  to  variations  in  the  extent  to  which  the  meninges 
are  involved  in  any  uiven  ( ase,  and  to  the  variety  of  the 
agents  which  may  excite  the  inflamnia*ion.    I  feel  pretty 
confident  that  in  the  future,  when  our  knowledge  is  more 
extensive  and  exact,  we  shall  come  to  a  bacteriolojiieal 
classiti(  ation  of  tlie  .lisease,  thou<^h  at  present    1  have 
th(.u>rht  it  advisable  t..  abide  by  the  recognized  tlivi.sions. 
You  must  remember,  however,  that  we  already  know  that 
several  different  micro-organisms  are  ca|)al)le  of  excitnig 
inflammation  of  the  nietnbrancs  of  the  brain  and  cord. 
Chief  of  these  are  the  Diplococcus  intmvdhdaris  meningitidis 
of  Weichselbaum  (shortly  known  as  the  meningococcus), 
the  tubercle  bacillus,  the  ])neumococ(  us.  and  the  pyogenic 
organisms,  and  any  of  tliese  may  be  found  present  alone, 
or  '  mixed  infections  '  may  occur. 

General  Symptoms. 

No  m  tter  what  its  exciting  cause  may  be,  inflammation 
of  the  membranes  of  the  brain  and  cord  results  in  tlu^ 
pro(hiction  of  a  group  of  symptoms  which  are  common  to 
all  form*  ol  meningitis,  though  one  or  more  of  these  symp- 
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toms  may  dominate  the  picture  in  an>  uivc-ii  ( ase  of  the 
disease.  The  sMuptoms  may  he  roiij;lily  divided  into  two 
groups  :  (1)  Tho.e  which  result  from  irritation  of  the  brain  ; 
(2)  those  which  are  the  consequence  of  increased  intra- 
cranial pressure. 

1.  Amongst  the  irritative  symptoms  the  most  promment 
are  mental  irritability—  aiiifested  in  its  slighter  degrees 
by  mere  peevishness,  and  in  its  more  pronounced  forms  by 
signs  of  great  irritability  when  roused -  screaming,  lu  ad- 
aohe,  convulsions,  vomiting,  irregularity  of  the  pulse  and 
respiration,  photopliobia  and  contraction  of  the  pupils,  and 
sometime  optic  neuritis.  'I'hcre  is  also  apt  to  be  an  increase 
of  the  '  tone  '  of  the  muscles,  showing  itself  by  e.xaggeration 
of  the  reflexes,  by  muscular  twitchings,  by  the  presence  of 
Kernig's  sign  and,  in  extreme  cases,  by  opisthotonos. 

2.  Of  the  'pressure  signs'  the  most  important  are 
lethargy  and  drowsiness  culminating  in  coma,  bulging  ()f  the 
fontanelle,  slowing  of  the  pulse  and  respiration,  and  dilata- 
tion of  the  pupils. 

The  special  symi)tom  known  as  '  head  retraction  '  is  often 
one  of  the  most  prominent  features  in  meningitis,  and  it  is 
difficult  to  know  to  which  of  the  above  groups  to  refer  it. 
The  photograph  (Fig.  43)  will  give  you  a  better  idea  of  it 
than  any  verbal  description.  It  is  probably  the  result  of 
irritation  of  the  posterior  cervical  nerves,  and  is  most 
marked  in  eases  of  so-called  simple  basal  meningitis. 


DiSBASSS  SIMULATING  MkNINOITIS. 

Now,  gentlemen,  you  may  take  it  as  a  general  rule  in 
medicine  that  the  more  numerous  are  the  possible  symp- 
toms of  any  disease  the  more  difficult  is  it  to  diagnose  tliat 
disease  with  certainty,  for  the  greater  is  the  chance  of  its 
being  simulated  by  something  else.  To  this  rule  meningitis 
is  no  exception,  and  you  will  often  have  great  difficulty  in 
hdng  ftiffe  that  you  are  ctealing  with  it,  particularly  in  its 
earlier  stages.  But  forewarned  is  forearmed,  and  if  you 
know  what  the  traps  are  which  you  are  most  likely  to  fall 
into  you  will  have  a  better  chance  «f  avoaii^  them.  The 
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(listNiscs.  tlu'ii.  tor  which  meningitis  it»  most  apt  to  be  mis- 
taki't'  w  these  : 

1.  .yplMrfd  Fever— By  one  form  of  typhoid  fever— that 
known  as  the  ciTchro-spiiial  variety  nicMiii<iitis  may  hi- 
very  t  losely  simulated  inileed.  All  the  igns  of  cerebral 
irritation— mental  irritability,  head  retraction,  photophobia, 
and  the  rest — may  be  present  in  a  marked  decree,  and  yet 
tlic  (  ase  may  prove  to  !)e  one  of  typhoi<l  after  all.  Not 
long  ago,  in(ieed,  a  ease  occurred  here  in  which  the  mistake 
was  only  discovered  in  the  post-mortem  r«>m.  Fifty 
great  attention  to  the  state  of  the  abdomen  in  these 
doubtfid  cases.  In  typhoid  it  is  usually  full  and  rather 
tender  ;  in  meningitis  it  tends  to  be  retracte*?  and  not 
tender. 

•2.  Pneumonia,  cspcciallx .  1  tliink.  apex  pneumonia,  may 
simulate  nieningitis  ver\  closely,  particularly  if  head  re- 
traction be  present,  as  it  sometimes  is.  Careful  examina- 
tion of  the  lungs  may  disclose  the  characteristic  physical 
signs,  but  even  these  may  be  al)sent  in  the  first  few  days. 
The  pulse-rate  nui\  iielp  you  here.  In  pneumonia  it  follows 
the  temperature,  whereas  a  combination  of  high  fever  wilh 
a  comparatively  slow  pulse  is  much  more  suggestive  of 
meningitis. 

3.  Acute  Gastritis  may  be  accompanied  by  many  menin- 
gitic  symptoms,  such  as  higli  temperature,  vomiting,  cou- 
vulfiiojis,  and  coiistipat ioii.  The  tongiu'  here,  however,  is 
usually  thickly  coated,  and  a  dose  or  two  of  calomel  will 
probably  clear  everything  up. 

4.  Middle-ear  Disease  has  often  been  mistaken  for  menin- 
gitis. Indeed,  in  a  doubtful  ease  it  is  not  a  bad  plan  to 
puncture  the  membranes  on  chance.  The  simulation  here 
is  all  the  more  puzzling,  inasmuch  as  mitldle-ear  disease  may 
be  followed  by  secondoiy  meningitis  as  on©  of  its  complica- 
tit)ns . 

5.  Acute  Polioencephalitii  may  produce  a  clinical  picture 
which  is  the  exact  replica  of  that  of  meningitis.  I  saw 
BUch  a  ease  lately,  in  which  it  was  impossible  to  be  sure  for 
some  time  what  we  were  lUaling  with— vomiting,  head 
retraction,  optic  neuritis,  hxTpertonicity,  all  were  present— 
but  final  recovery,  with  the  ejweption  of  some  spasticity  of 
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the  legs,  made  it  extremely  probable  that  it  had  been 

an  fiu'f'phalitis  all  along. 

All  of  these  conditions  may  exhibit  more  or  less  niurked 
head  retraction,  but  it  is  important  to  remember  that  this 
sign  may  be  mimicked  hy  more  trivial  affections.  Quite 
recently,  for  example,  a  hoy  was  adniittcil  to  Hanbury 
Ward  with  so  much  rigidity  of  the  neck  that  he  was  thought 
to  be  suffering  from  tuberculous  menii^itis  following  cer- 
vical caries.  Yet  it  eventually  proved  to  he  a  case  of 
rheumatism  affecting  the  cervical  muscles  or  some  of  the 
vertebral  joints.  It  is  also  said,  although  I  have  never  seen 
an  instance  of  it  myself,  that  a  mere  tail  on  the  head— apart 
from  any  actual  injury  -may  produce  temporary  head 
retraction  in  young  cliildrcn. 

Should  you  find  xourself  puzzled  in  any  of  these  ways, 
it  is  well  to  remenibcr  that  in  lambar  puncture  you  have 
a  diagnostic  aid  which  may  save  the  situation.  This 
little  operation  is  easily  performed,  and,  if  carried  out 
under  the  observance  of  strict  asepsis,  is  quite  devoid  of 
risk.    An  aniesthetic  is  not  really  necessary.    Place  the 
patient  on  his  fa^e,  with  a  pill»)\v  under  the  alnlomcn  so  as 
to  bend  the  spine  a  little,  and  open  out  the  spaces  between 
the  laminir  of  the  vertebra'.    Trace  the  last  rib  on  the  right 
side  back  to  the  twelfth  dorsal  spine,  and  count  down  fr<mi 
this  to  the  thiril  lumbar.    Place  your  left  thumb  on  the 
third  interspinous  space,  and  enter  a  small  trocar  and 
cannula  k  inch  to  the  right  of  it.  and  pass  it  inwards  and 
slightlv  (ipwards  for  a  depth  of  |  to  I  inch,  depending  on 
the  age  of  the  patient  and  the  thickness  of  his  subcutaneous 
tissues.    Withdraw  the  trocar,  and  cerebro-spinal  fluid 
will  usually  exude  in  drops,  or,  if  there  is  increased  pressure, 
in  a  continuous  stream.    Some  of  this  should  be  received 
into  a  sterilized  t«st-tube. 

There  is  no  risk  of  injuring  the  cord,  for  you  are  altogether 
below  its  level,  but  the  appearance  of  a  little  blootl  neeil  not 
alarm  you. 

Normal  cerebro-spinal  fluid  is  perfectly  clear,  like  distilled 
water.  Turbidity  indicates  meningitis,  though  the  opacity 
may  be  so  slight"  that  it  is  oiilv  noticed  when  the  tube  is 
shaken  and  held  up  to  the  light.   Examination  by  cultures, 
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nr  by  merely  making  stained  films  of  the  deposit,  may 
reveal  the  presence  of  the  meningococcus  which  may  be 
recognized  in  films  lying  inside  the  leucocytes  (Fig.  44),  or 
of  the  pnciimococciis,  or  of  one  or  other  of  the  pyogenic 
organisms,  or  even  of  the  tubercle  l>acillus,  although  in 
tuberculous  cases  the  fluid  is  often  sterile,  just  os  it  is  in 
cases  of  tuberculous  pleurisy. 


VABIETIES  OF  MENIXGl  l 

I  may  now  pass  on  to  describe  very  briefly  the  different 
varieties  of  meningitis,  adopting  the  following  provisional 
classification  : 

(Epidemic. 

•2.  Tuberculous. 

3.  Posterior  basic  (also  known  as  'simple  ba.sal,"  and 
very  probably  only  one  form  of  sporadic  cerebro-spinal 
meningitis). 

ACTTTB  MeNINOITIS. 

Acute  meningitis  may  either  occur  as  a  primary  disease 
or  be  secondary  to  some  other  condition. 

If  it  is  primary  it  may  cither  arise  in  epidemics— especially 
in  the  summer  months— or  may  occur  sporadically  in  iso- 
lated cases.  In  either  case  the  symptoms  are  the  same— 
the  child  is  seized  with  high  temperatuie.  vomiting  and  head- 
ache, severe  convulsions,  and  often  opisthotonos  supervene, 
and  death  usuallv  results  witliin  a  few  hours  or  days.  The 
organism  respomible  for  the  production  of  these  cases  is 
almost  certainly  the  meningo  -occus.  although  it  is  not  quite 
certain  that  the  pneumococcus  may  not  be  the  cause  in  some 

Seeondary  meningitis  comes  on  in  the  couise  of  scnne 
other— and  often  acute— disease,  which  may  to  a  large 
extent  mask  its  svmptoms.  It  is  tiierefore  often  difficult 
to  recognize,  and  may,  ii  ieed,  be  only  detected  after  death. 
I  remember,  for  instance,  having  a  child  under  my  care  for 
whooping-cough  wh..i.  suddenly  developed  a  left-sided 
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hemiplegia.  Everyone  who  saw  the  case  suppf)sed,  natur- 
allv  enough,  as  tluro  v.vrc  no  other  maikeil  .symptoms, 
that  a  bloodvessel  lia<l  given  way  in  the  brain  during  a 
paroxysm  of  coughing.  Yet  examination  after  death 
showed  that  we  were  wrong.  There  was  no  haniorrhagc, 
but  the  paralysis  was  due  to  an  extensive  exudation  of  semi- 
purulent  lymph  on  the  surface  of  one  side  of  the  cortex. 

1  have  known  the  same  sort  of  thing  happen  quite  often 
in  the  course  of  a  pneumonia,  and  it  may  occur  also  in 
measles  or  in  any  of  the  acute  specifics.  Not  infrequently, 
too,  meningitis  is  set  up  by  suppuration  in  the  middle  ear. 

In  all  these  cases  the  onset  of  the  meningeal  inflammation 
may  be  very  difficult  to  recognize,  though  it  is  perhaps 
oftener  ushered  in  by  convulsions  than  by  am  other  sign. 
Its  recognition  is  fortunately  not  of  importance  from  the 
point  of  view  of  treatment,  for  you  can  do  nothing  for  it  ; 
but  it  materially  affects  the  prognosis,  for  secondary 
meningitis  is  probabl\  always  fatal,  and  usually  within  a 
very  few  days. 

TiTBBBCtTLOtTS  MJOJINOrm. 

The  mistake  you  are  most  likely  to  make  in  regard  to 
tuberculous  menii^itis  is  in  diagnosing  it  too  often.  One 
thinu  T  would  iiccially  desire  to  impress  upon  you  in  this 
connection  is  tiiat  tuheradons  meningitis  is  very  rare  in  the 
first  year  of  life,  unless  as  the  termind  process  in  a  general 
tuberculosis.  Il  is  in  the  second  and  third  years  of  life 
that  apparently  primary  tuberculous  meningitis,  just  hke 
tuberculosis  in  general,  reaches  its  maximum  degree  of 
frequency. 

I  shall  not  attempt  to  draw  for  yo\i  a  clinical  picture  of 
this  disease,  for  the  reason  that  it  would  be  of  no  real  help 
to  you  if  I  did.  At  best  I  could  only  give  you  a  sort  of 
composite  photograph,  which  would  be  ver.\-  unlikely  to 
correspond  at  all  closely  with  any  given  case  you  might 
afterwards  meet  with.  Tuberculous  meningitis  is  essen- 
tially one  of  those  diseases  wliich  can  only  be  studied  at 
the  bedside,  and  by  the  careful  obser^  atior  of  many  cases. 
You  will  then  be  able  to  form  for  yourselves  some  idea  of 
the  extraordinary  variability  of  the  conrse  of  this  affiwtion. 
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and  of  the  extent  to  which  the  »ymptoms  may  depart  from 
the  classical  typ*'  in  oiu'  <>r  otli«T  din-ctioii.  This  classical 
type  was  laid  down  by  VVhytt  nearly  one  hundred  and  fifty 
years  ago.  He  divided  it  into  three  stages— A  prodromal 
stage,  marked  m<  rely  l>v  peevislmess,  irritability  of  temper, 
and  fretfidness.  aluiiji.  periiaps.  with  slij^lit  elevation  of  tem- 
perature, loss  of  appetite,  eonstipation,  and,  if  the  eiiild 
in  old  enough  to  complain  of  it,  headache.  This  stage 
passes  after  a  varying  number  of  days — or  ev  ii.  in  very 
insidious  cases,  after  two  or  three  weeks — into  the  second 
stage,  cliaracterized  chiefly  by  slowness  and  irregularity  of 
pulse  (the  typical  'cerelaral  pulse'),  the  other  symptoms 
incaiiwhilt-  becoming  more  pronounced.  After  a  short 
duration,  this  is  succeeded  by  the  tk'mi  stage,  in  whicli  the 
pulse  becomes  ver\  rapid,  the  temperature  continues  to 
rise,  and  coma  supervenes. 

These  tlin'c  sta<;es  may  often  be  roujjhly  traced  in  cases 
of  tuberculous  meuii^itis,  but  not  infrequently  one  or  more 
of  them  may  be  omitted,  or  be  so  transitorx  as  to  l)c  over- 
looked. Tlie  individual  symptom  of  the  disease  will  be 
considered  immediately,  when  1  come  to  describe  its  dilfer- 
ential  diagnosis  from  p<Miterior  basic  meningitis. 

Posterior  Basic  Meningitis. 

Posterior  basic  meningitis  is  so  called  because  on  ex- 
amination after  death  the  inflammatory  exudation  is  found 
to  be  most  marked  over  the  po.sterior  part  of  the  base  of  the 
brain.     The  term,  it  must  be  confessed,  however,  is  an 
unfortunate  one.  for  the  inflammation  is  not  really  confined 
to  that  part  of  the  meninges,  as  the  name  might  lead  you  to 
suppose,  but  for  purely  mechanical  reasons  that  luippen' 
to  be  the  spot  where  it  is  most  easy  for  the  inflaminator 
exudate — which  is  rather  abundant  in  this  form — to  accu- 
mulate.   From  a  strictly  pathological  point  of  view  it 
would  probably  be  better  to  speak  of  it  simply  as  a  form 
of  qporsiie  m^o-spinal  mening^i,  for  there  is  every 
reason  to  suppose  iliat  the  exciting  cause  of  the  inflamma- 
tion is  the  same  in  both  cases — viz.,  the  meningococcus. 
Still,  the  term  has  received  general  rect^nition  by  eUsMsm, 
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and  it  M  as  well  for  m  u>  loiitinue  to  use  it  for  the 
present. 

Posterior  basic  nu  iiinjiitis.  unlikr  tiu-  tuVti-rciilous  torni, 
is  lUMst  .  ummou  in  the  tuht  year  oi  life,  though  it  may  occur 
at  any  age.  This  fact  iH  so  important  that  I  wish  to  impreiiB 
it  upon  you  m  an  aid  in  di^v  v)sis.  It  is  an.-tlu  i  example 
of  the  valiu'  ol  what  I  am  in  the  hahit  of  speaking  of  a« 
remomihk  prohability  in  dUigtiosiH,  whieli  nuaiis  that  in  a 
doubtful  ease  you  should  lean  to  that  disease  which  is  most 
commonly  nwi  with  at  that  age.  Civ.-n  tlu  ii.  a  .ase  of 
piimai  v  ineniiijiitis  in  a  young  infant,  the  piobabilHy  is  in 
favour  of  its  being  the  '  posterior  basic*  variety. 

Of  the  t«SM9l  lymptoms  rimnnon  to  all  forms  of  menin- 
geal inflammation  already  detaiU-d,  some  tend  to  show  in 
this  variety  a  peculiar  prominence.  Chief  of  these,  un- 
doubtedly/is head  retraction,  which  exhibits  in  posterior 
basic  meningitis  a  degree  of  developnient  not  met  with  m 
anv  other  form.  T\w  .  hild  d-pieted  in  Fig.  «  shows  this 
in  a  marked,  but  by  no  means  unusual,  degree,  and  you  will 
recognize  from  the  photograph  the  appi opriateness  of  the  de- 
scription given  to  the  attitud.-  by  Fn-iidi  writers— vix..  '  the 
gun-hammer  position.'  In  severe  eases  in  which  opisthotonos 
is  present  as  well,  the  retraction  may  be  so  extreme  that 
the  occiput  almost  touches  the  heels. 

Aion<;  with  head  retraction,  and  usually  proportional  to 
it,  there  is  bulging  of  the  anterior  lontaneUe,  which  forms  one 
of  our  best  gauges  of  the  increase  of  intracranial  pressure. 
Whenever  the  intracranial  j)ressure  is  high,  vomiting  is  apt 
»o  set  in,  and  it  may  continue  with  intermissions  for  weeks. 
At  the  same  time,  great  emaciation  is  prone  to  occur,  which 
is  not,  however,  so  far  as  one  can  see,  the  consequence  of  the 
vomiting',  but  is  rather  an  essential  symptom  oi  the  disease. 
Failure  to  lose  weight,  therefore,  is  always  a  sign  that  the 
malady  is  taking  a  favourable  course. 

The  other  signs  and  symptoms  of  this  form  of  meningitis 
you  will  gather  from  the  following  table,  in  which  they  are 
contrasted  with  the  corresponding  features  of  the  tttbei> 
oolous  totm : 
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DWFKBKNTIAL  1  )|,\<)N(»S1.S  uK  l'oSTK':;t)B  BA8I0  AND 

TuBsscuiiOVS  Mbxisoitis. 

TomiHniturc  nmy  be  high  ftt    Tempwirtai*        ■»  di*»»e  pro- 


firHt,  but  IjiIIh  lati-r.  »»---—     .  .  ,  . 

Head    rctriK  tio.i    «arly.    and    U«i»Dy  mnoli  lew  prominent. 

inurkeil.  ■    <  i 

WiiHtinK   UHuallv   a   prominent    Not  marked  unlew*  ui  .■.m»f.- 
leuture  quence  of  general  tttbercttlosw. 

r.Mistiitaiioii  usually  iil>s<-nt.         Usually    pronounced  eon^tipa- 

lion. 

I'uW  aud  icspiiutii.u  n..t  much    Lsually  exhibit  mariced  ttltera- 
afleeted.  varying  with  the  stage 

of  the  disease. 

Eyea  rtajrto*  wid  lida  retracted.     Tendency  to  photophelMa  and 

sjuiHiii  t»t  the  lidn. 
N..  iiiark.-d  luii.lal  .  liaii-.'s.  <>|,tic  lu-uiitis  frequent. 

L'erebro-spinal  Jluid  shows  the    Cultures   ntenle.   or  show  tne 
mealn^cooeaa.  taibewsl-*  baciUos. 

The  pn^noiii  o!  posterior  basic  meningitis  is  also  hctit  r 
than  that  of  the  1  iiIktciiIous  foi  in,  tor  w  licrcas  the  hitter 
may  be  regardeil  as  almost  ijievitably  fatal,  the  former  is 
'^'jcasionally  recovered  from.    Uirfortmiat«ly.  however,  re- 
covery is  by  no  nieara  always  coinplclc.    There  is  a})t  to 
1)1-  h  it  behind  as  the  permanent  legacy  of  the  disearte  a 
greater  or  less  tlegree  of  chronic  hydrocephaltif,  with  more 
or  less  spasticity  of  the  limbs.   Many  cases  of  liydr< .ceplialus 
coming  on  in  infaticy.  the  cause  of  which  cannot  In-  traced, 
have  probably  arisen  in  this  way.    Permanent  mental  im- 
pairment of  greater  or  less  degree  may  also  result,  ami  the 
special  senses  be  damaged.    A  pc.  uliar  blindness,  \\itlK)ut 
visible  chaiif^es  in  the  fnn.liis,  often  lasts  for  quite  a  long- 
time after  the  other  symptoms  have  subsiAjd,  though  I  have 
i»ver  known  a  ease  in  which  it  was  jiermanent.    On  the 
other  hand,  lasting  deafness  may.  I  believe,  occur. 

Unfortunately,  we  know  of  no  specific  treatment  for  pos- 
terior ba.sic  meningitis,  but  you  mmt  not  on  that  account 
conclude  that  you  c.  it  do  n..*liing  for  such  cases  .As  the 
disease  mav  be  very  protracted,  careful  nursing  is  of  the 
first  importance.  If  vruniting  and  inability  to  stick 
swallow  are  persistent,  nasal  feeding  nmst  be  carried  out. 
Not  loBg  ^  I  had  a  case  in  one  of  tiie  wards  here  in  which 
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th.-  I  hild  had  to  Ih-  tViI  by  the  imsr-t  iiln-  Un  Junr  mnnthtt, 
but  which  tuially  matle  a  perfect  reiovery    a  roHult  the 
credit  for  whiefe  r«te  mainly  with  the  attmbigHit^. 
I  am  eouvinced.  too,  that  repeated  iMrtar  punotare  is  a 

thcni|M'utic  measure  <>f  ymU  value  in  .nome  of  these  eases, 
and  1  never  lie^itate  to  employ  it  whef«¥«r  h&»/&  retractfcm, 
balging  of  th*  fontanelle,  and  wptmA  voMt^  are  promi- 
nent features.  The  relief  to  the  intrat  nuitd  j.r^-s.  whic  h 
the  abtitraetion  <»f  om^  or  two  oiuiees  »»f  ttwui  |.fo*iuees  m  sui-h 
cases  is  often  very  marked,  and  lai^  m  a  wfcf  *»  Mwtoe  or 
four  days,  when  the  operation cae  he  repeated  if  need  he 

From  drugs  1  do  not  think  y.  «  ire  likely  t«  get  a»iy 
help,  except  in  the  treatment  of  ^pe.  lal  s\  mptoras,  but  it  is 
only  right  to  say  that  mrm  antlmi^eB  b^ve  in  the  free 
use  of  iodide  of  potash  and  mercury  on  \hi-  off  <  '  in.  ,  th  it 
con^'enital  syphilis  may  be  playing  a  part  in  Uie  procos. 
The  later  bacterid  dog  ieal  stodiett  of  tht-  -'isewte,  howew, 
are  rendering  this  chance  dways  more 

Specific  treatment  has  >o  far  |)roved  ratlu  ,  disappointing 
in  meningCK-otTal  meningitis  in  chtlilreu,  although  the 
rranlts  have  been  be^»  in^^.  the  acute  stage  anti- 
meningococcic serum  may  be  aAaainistc  ted  *  and  in  tin- 
more  chronic  phase  a  vaccine,  prefwrably  prepared  from 
cultures  obtained  from  the  cerebro-spinal  fluid  of  the  patient, 
may  be  employed;  and  cases  have  i»een  reported  in  which 
su(ii  treatment  has  apparently  been  follow<'d  i)y  goo<l 
results.  I  have  not  myself,  however,  seen  any  case  in  which 
one  could  atfaibttt»  recovery  to  the  mm  <rf  a  vaeoine,  hot  it 
is  right  that  you  should  give  such  treatment  a  chance. 

♦  Tea  c.c.  or  im.iv  slioiiM  !if  injected  iiit«  the  cerclno-spiual  e»n»l 
after  withdrawing  at  least  much  ceret)ro-8puial  tluid.  and  the  doae 
repeated  every  few  days. 


LKCTURE  XXIII 


OM  MENTAL  DEFICIENCY  IN  CHILDHOOD 

Gentlemen —Our  subject  in  this  lecture  is  the  mental 
deficiencies  of  children.    This  is  a  subject  which  deserves 
your  very  closest  attention,  because  you  will  find  when  yon 
go  into  practice  that  mental  deficiency  is  not  uncommon  in 
children,  and  you  will  frequently  be  consulted  about  it. 
Moreover,  it  is  a  subject  in  regard  to  which  if  you  make  a 
mistake  you  are  Hkely  to  get  into  discredit.   The  frequency 
of  mental  deficiency  in  children  you  will  realize  when  I  tell 
you  that  about  1  per  cent,  of  all  the  children  of  school  age 
are  the  subjects  of  it.    But  before  I  go  further  into  this 
matter  I  want  to  define  for  you  the  use  ol  terms  in  regard 
to  mental  deficiency.    You  will  find,  for  in;,tance,  such 
words  as  idiocy,  imWiUty,  feeble-mindedness,  and  back- 
wardness all  used  with  regard  to  children  whose  mental 
development  is  defective.   At  the  present  day  the  use  of 
the  first  three  of  these  terms  has  been  practically  discon- 
tinued, and  the  expression  '  mental  deficiency  '  is  used  in 
place  of  them.   But  if  you  ture  going  to  adhere  still  to  the 
use  of  the  term  '  idiocy,'  one  would  reserve  it  for  the  lowest 
grade  of  case— that  is  to  say,  those  in  which  the  mental  im- 
pairment is  of  the  extremest  form.   Above  those,  somewhat 
better  in  their  mental  development,  will  come  imbeciles, 
and  higher  still,  nearer  to  the  normal  children,  will  come 
those  who  can  be  called  1  ue  feeble-minded.  Backwardness 
is  a  thing  to  be  sharply  distinguished  from  mental  deficiency, 
and  therefore  we  shall  stiU  retain  that  term,  and  I  shaU 
defiiw  what  is  meant  by  it  later  on. 

CJoming  closer  to  our  subject,  it  will  be  conven^t  to 
look  first,  at  the  general  diagnosis  of  mental  defesieiicy  ; 
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secondly,  at  the  clinical  classification  of  cases  of  this  affec- 
tion ;  thirdly,  at  the  etiology  so  far  as  we  know  it  ;  fourthly, 
at  the  prognosis  ;  and.  f*t!.ly,  »*  its  treatment.  I  shaU 
b^n  with  the  dil^;posi8. 

DUGNOSIS  OF  MENTAL  DEFICIKNCY. 
When  you  wish  to  diagnose  a  mental  condition,  even  in 
an  adult  person,  it  is  well  to  put  to  yourself  three  questions  : 
What  does  the  patient  say  ?   What  does  he  do  ?    U  hat 
does  he  look  like  ?    In  diagnosing  mental  deficiency  in  chil- 
dren, you  will  find  that  these  three  modes  of  attacking  the 
problem  will  be  of  great  service  to  you.  our 
First,  then,  what  does  the  patient  say  ?    Speech,  of 
course,  is  the  great  mode  of  intellectual  expression  ;  it  is 
one  of  the  things  by  which  you  can  judge  best  of  a  man's 
intellectual  development.   In  the  case  of  children  who  are 
mentaUy  deficient,  you  will  find  often  that  it  is  not  so  much 
what  the  patient  .savs  as  what  he  does  not  say  which  is 
helpful  to  you,  and  which  will  arouse  your  suspicion.  You 
will  remember  that  by  the  age  of  three  a  child  ought  to 
have  learnt  to  talk  fwrty  well ;  and  if  a  child  is  brought  to 
you  at  that  age  who  is  still  unable  to  talk,  you  may  con- 
clude either  that  you  are  deaUng  with  a  condition  of  mental 
deficiency,  or  that  the  patfent  is  deaf.    There  is  a  third 
possibility,  but  so  uncommon  as  to  be  scarcely  worth  con- 
sidering—namely, that  the  child  may  be  the  subject  of 
what  is  caUed  '  congenital  aphs»m.»  Bat  that  is  very  rare. 
So  practically  a  child  of  three  years  of  age  who  cannot  talk 
is  either  deaf  or  mentally  defective.   As  regards  what  one 
may  call  qmlitative  alterations  of  speech,  I  would  only  point 
out  that  you  must  not  conclude  that  such  peculiarities  are 
necessarily  signs  of  mental  deficiency.    Take  such  a  thing 
as  stammering.    That  is  by  no  means  an  indication  of 
mental  weakness  ;  indeed,  stammerers  are  often  abore  the 
average  of  intellectual  development.    There  is  another 
condition,  termed  idioglossia,  in  which  the  child  talks  in  a 
sort  of  gibberish  of  his  own,  which  is  entirely  unintelligible 
to  other  people  ;  and  that  also,  although  you  may  think  it 
is  an  imikjation  of  laenUA  de&iency,  to  not  so.  Thwe 


278 


LFXTURES  ON  DISEASES  OF  CHILDREN 


children  are  often  t)therwise  intellectually  sound.  On  the 
other  hand,  the  condition  of  speech  called  kiUii^f  is  certainly 
suspicious  of  mental  doficiency,  and  another  peculiarity 
certainly  exliihited  by  some  defective  children  is  repetition  ; 
they  have  a  habit  of  repeating  after  you  the  question  which 
you  ask  them  or  the  things  which  you  say. 

Next,  let  us  consider  what  the  child  doeft  vhich  arouses 
your  suspicions.    I  would  point  out  that  one  great  sign  of 
mental  deficiency  is  an  inability  to  pnform  at  the  proper 
times  complicated  co-ordinated  movements.  The  child  will 
therefore  be  late  ir  passing  many  of  those  '  milestones  of  de- 
velopment '  of  which  I  spoke  in  one  of  the  early  lectures. 
He  will  be  late  in  holding  up  his  head  ;  instead  of  being  able 
to  co-ordinate  the  muscles  which  hold  the  head  on  the  trunk 
by  the  tliird  month,  he  may  not  be  able  to  do  so  until  he  is 
a  year  old,  or  possibly  more.    He  will  be  late  also  in  sitting 
up  ;  instead  of  being  able  to  .sit  up  .'t  he  end  of  the  sixth 
or  the  ninth  month  it  w  ill  perhaps  not  be  until  the  eighteenth 
month  that  he  can  do  so.    The  child  will  also  be  backward 
in  walking,  and,  as  we  have  just  seen,  in  performing  those 
co-ordinated  movements  which  give  rise  to  speech .  Further, 
mentally  deficient  children  are  apt  to  fail  in  the  power  of 
grasping  things  ;  they  are  wanting.in  the  power  of  ocgawf^tw- 
nesa,  as  it  has  been  said,  for  grasping  involves  compUcated 
co-ordinated  movements  by  the  muscles  of  the  arms,  and 
so  you  are  not  surprised  to  find  that  it  is  a  function  which 
is  acquired  unusually  late  by  children  whose  cerelwal  de- 
velopment is  defective.    There  will  also  be  a  lack  of  co- 
ordination in  tlic  musc  les  which  mf)ve  the  eyeball  and  which 
enable  the  child  to  look  fixedly  at  any  object.    Hence  the 
gaze  is  vacant. 

Amongst  positive  motor  signs  which  will  arouse  your 
suspicion  is  the  performance  of  rhythmic  moventents. 
These  are  a  common  indication  of  mental  deficiency.  For 
imtaiKie,  there  are  swaying  movements  of  the  bmly,  jerking 
of  the  shoulders,  or  grimacing  movements.  Such  move- 
ments as  those,  constantly  repeated,  should  arou.se  your 
suspicion  with  regard  to  the  mental  condition  of  your 
patient,  l^ere  may  also  be  certain  tricks  of  movement 
which  are  stispicious.    I  refer  to  such  things  as  hand- 


ON  MENTAL  DEFICIENCY  IN  CHILDHOOD  279 

sucking  and  the  making  of  meaningless  gestures.  Great 
restlessness  is  also  a  common  sign.  This  often  goes  with 
sleeplessness  at  night,  and  that  again  v-nih  apparently 
causeless  screaming  or  crying. 

We  now  come  to  what  the  patient  look.s  like.    The  laciM 
or  fucinl  expression  of  the  child  is,  after  all,  perhaps  the 
most  valuable  index  which  you  have  of  the  mMital  state 
I  told  you  that  the  face  in  children  is  a  mirror  of  the  mmd 
in  a  way  that  it  is  not  in  grown-up  people,  and  there  is  no 
class  of  case  in  which  that  is  of  greater  service  to  you  toan 
in  the  mentally  defective.   So  much  is  this  the  case  that 
many  forms  of  mental  deficiency  in  children  have  an  abso- 
lutely characteristic  facies,  so  that  you  can  say  at  once, 
'This  child  is  mentally  deficient,  and  belongs  to  such  and 
such  a  class.'   We  shall  see  immediately  when  we  speak  «.t 
classification  that  one  makes  large  use  of  this  in  the  sub- 
division of  cases  of  mental  deficiency  into  different  climcal 
groups.    But,  apart  from  those  which  have  .  character- 
istic facies,  you  Nv  ill  find  in  aUnost  all  mentally  deficient 
children  something  in  the  expression  which  will  arouse  your 
suspicion.    There  is  a  vacant  look,  or  perhaps  grimacing, 
or  an  inability  to  recognize  the  mother  or  the  nurse.  All 
these  things  should  put  you  on  your  guard.    You  will  also 
find  that  the  size  and  shape  of  the  skull  is  often  of  great 
service  to  you  in  enabling  you  to  arrive  at  a  diagnosis, 
because,  iust  as  in  facial  expression,  so  w  ith  regard  to  the 
skull   tliere  are  abnonnafities  which  are  absolutely  char- 
acteristic.  Then  you  wiU  find,  in  looking  more  carefully 
at  such  children,  that  you  are  apt  to  get  what  are  spoken 
of  as  the  phygical  stigmata  of  intellectual  defect,  which 
have  been  described  by  Dr.  Warner  under  what  he  terms 
'  the  law  of  coincident  development.'   This  simply  means 
that  if  one  part  of  the  body  is  defectively  developetl,  other 
parts  are  apt  to  suffer  also.    Tf.  for  instance,  the  chdd 
has  a  hmlh  -devel.>ped  brain,  he  is  more  likely  than  other 
children  t.i  have  congenital  lesions  of  the  heart,  or  super- 
numerary digits.    Amongst  the  physical  stigmata  of  mental 
.U'fiiiencv  are  what  are  termed  marked  epicanthic  tolcls— 
that  is  to  say,  folds  oi  skin  which  come  down  from  the  »p^^ 
eyeBd  to  the  k»w»,  and  cov«r  ow  the  ©Munefe.  A  lufB- 
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arched  or  Cotliic  ])al;ito  is  another  common  physical  stigma, 
and  it  frequently  goes  with  narrowness  of  the  naso-pharynx 
and  bad  development  of  the  jaws,  and  therefore  also  of 
the  teeth.  Then  yon  will  find  adherent  lohes  of  the  ears 
more  commonly  in  mentally  deficient  children  than  in 
others,  the  lobe  being  taeked  on  to  the  skin  of  the  cheek 
instead  of  being  left  free.  You  find,  too.  not  uncommonly, 
harclij).  cU  ft-])alate,  and  opacities  of  the  m(>dia  of  the  eyes. 
In  a  doubtf  id  case  you  will  look  for  such  physical  stigmata, 
and  the  finding  oi  them  will  be  an  additional  point  in  favour 
of  the  view  that  the  child  is  mentally  defective. 

CLASSIFICATION  OF  CASES. 

We  next  come  to  the  second  division  of  the  subject- 
namely,  the  clinical  classification  of  cases  of  mental  deficiency 
in  children.  One  would  prefer  to  use  a  pathological  classifi- 
catioii  if  that  were  possible,  but  at  present  it  is  not.  The 
pathology  of  many  cases  of  mental  deficiency  is  still  quite 
obscure,  and  you  w  ill  find  it,  as  a  practical  matter,  more  con- 
venient to  group  the  cases  according  to  the  chief  clinical 
sym])toms  and  features  which  they  exhibit.  We  shall  begin 
with  those  cases  w  hich  present  a  n^arked  facies. 

1.  The  first  group  of  those  are  the  OTetiiw.  It  is  extremely 
imjiortant  that  you  should  be  able  to  recognize  cretins, 
because  they  form  that  group  of  mentally  defective  infants 
which  are  the  most  amenable  to  treatment  ;  and  it  will 
depend  upon  vour  beii^  able  to  make  the  diagnosis  within 
the  first  few  weeks  whether  the  child  w  ill  grow  up  mentally 
sound  or  whether  it  will  be  considerably  defective.  The 
recognition  of  a  baby  cretin  is  not  always  easy,  and  the 
classical  pictures  of  cretins  which  you  see  in  books  arc  usually 
taken,  unfortunately,  from  children  several  years  old,  by 
which  time,  of  course,  anyone  can  make  the  diagnosis  ;  but 
if  you  recognise  them  only  then,  you  rec^mse  them  too  late 
to  do  anything  of  service  for  them.  Tn  order  to  do  a  cretin 
real  good,  you  have  to  catch  him  early,  and  if  you  do  so, 
and  treat  liim  properly,  he  will  grow  up  into  a  child  who 
is  practically  indifttingui^al^  fmm  *  healthy  and  wmmMy 
developed  one. 
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What,  then,  are  the  features  by  which  you  will  reoogn»e 
cretinism  in  its  early  stages  ?  Before  T  reply  to  this  T  m  ould 
sav  that  c  retins  are  not  so  eommon  as  is  supposed.  There 
is  too  great  a  tendency  to  label  almost  every  mentally  de- 
fective child  a  cretin.  I  would  intpr^s  upon  you  the  fact 
that  cretinism  is  a  rare  condition.  Out  of  eighty-eight 
mentally  dcticient  children  of  which  I  have  notes,  only 
5  per  cent .  were  examples  of  cretinism  ;  whereas  Mongolism, 
which  it  is  very  apt  to  be  mistaken  for,  occurs  with  much 
greater  frequency,  amounting  to  about  28  per  cent,  of  my 
cases. 

With  regard  to  the  cretin,  then,  the  comptexion  is  parch- 
ment-like in  tint,  the  hair  dry  and  scanty,  and  the  skin  re- 
dundant, so  that  there  is  a  puckering  of  the  forehead  and 
puffiness  below  the  eyes.  There  is  often  a  squint,  but  by 
no  means  invariably.  There  is  rarely,  if  ever,  nystagmus. 
When  you  look  at  the  shape  of  the  head,  you  find  it  tends  to 
be  long  :  it  is  dolichocephalic.  On  examining  the  trunk 
you  will  find  that  the  skin  is  dry  and  rough.  There  is  fre- 
quently an  umbilical  hernia  ;  the  hands  are  short  and  brf)ad, 
and  the  finger-tips  square.  In  manner  cretins  are  dull  and 
lethargic,  and  a  feature  which  you  will  recognize  in  them 
from  earliest  life  is  that  they  suffer  extremely  from  constipa- 
tion. I  have  said  nothing  of  the  supraclavicular  pads  of 
which  you  will  read  in  books,  for  the  reason  that  they  are 
rarely  developed,  so  far  as  I  have  seen,  until  a  cretin  is  at 
least  a  few  years  old  ;  they  are  not  seen  in  the  earliest  stage, 
and.  although  it  is  perfectly  true  that  you  get  them  after- 
wards, yet  by  that  time  it  is  too  late  for  them  to  be  of  use  in 
diagnosis.  I  should,  perhaps,  have  mentioned  as  a  charac- 
teristic feature  the  tendency  to  protrusion  of  the  tong\ie. 
The  tongue  is  large,  broad,  and  thick,  and  it  is  apt  to  be  kept 
protrucied .  All  those  characteristics  taken  together  n^e  up 
a  picture  which,  if  you  have  once  geen  it,  you  are  notUkefy 
to  miss  again. 

2.  Now  I  pass  to  consider  Mongohi.  The  term  'Mon- 
golism '  was  first  applied  to  this  group  of  cases  by  Dr.  Lang- 
don  Down,  who  was  a  physician  at  this  hospital,  from  their 
resemblance  to  members  of  the  >fongolian  races — the 
Chinese  and  Japanese — in  face,  and  particularly  because 
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they  have  the  oval.  tilte<l  eyes  wWeh  are  charaotrristio  of 

thfst"  nati.  iis.    When  y»»u  come  to  compan-  tlu-ir  rharat- 
ti-ri.stic  s  witli  tliosf  ,)f  tin-  cretins,  with  which  they  are  apt  to 
be  coiifuseil,  \t)U  will  tiiul  that  the  skin  of  the  Mongol  » 
smooth  and  white,  not  parchment-like  in  tint,  and  that 
thcv  have  a  yoo.l  complexion.    They  have  no  puckering  of 
tlx-  (  vehrowrt  and  no.  puffiness  of  the  eyes,  the  hair  is  fine 
and  abundant  instead  of  beinj?  dry  and  scanty,  and  they 
almost  always  have  a  stpiint,  and  usually  nystagmus  as  w  ell. 
The  head,  instead  of  being  dolichocephalic,  is  brachyeephalic, 
and  the  occiput  is  almost  in  a  direct  line  with  the  neck ; 
whereas  the  cretin  has  a  head  projecting  back  beyond  the 
neck.    The  finger-tips  are  roiindcd.  and  the.\  have  a  curious 
incurving  of  the  little  finger.    Moreover,  instead  of  being 
dull  and  lethargic,  they  are  bright  and  lively  in  manner. 
So  you  see  they  contrast  in  everj'  respect  s\ith  the  cretins, 
and"^  if  von  liave  seen  a  good  example  of  eac  h  of  them  you 
need  never  mistake  one  for  the  other.    Of  the  physical 
stigmata  which  I  spoke  of,  marked  epicanthic  folds  are  a 
striking  feature  of  Mongolism,  and  so  is  congenital  defect 
of  the  heart.    Mongols  tend  to  sutler  with  great  frequency 
from  defects  of  the  septum  and  other  lesions  of  a  similar  sort. 
Out  of  eighteen  cases  of  which  I  have  notes,  five  had  marked 
congenital  heart  disease. 

:{.  I  now  pass  to  the  third  group— namely,  eases  of 
microcephaly.   Those  cases,  as  the  name  implies,  are  dis- 
tinguished bv  smallness  of  the  head.    The  normal  head 
measures  i:}  "incln>s  in  circumference  at  birth,  17  niches  at 
nine  months  old,  18  inches  at  one  year,  and  20  inches  at  five 
years  ;  and  heads  which  come  below  these  dimensions  max 
be  described  as  eases  of  microccjihaly .    But  1  want  to  point 
out  to  you  that  the  characteristic  of  microcephaly  is  not 
merely  deficiencv  in  the  circumference  of  the  head,  but  an 
alteration  in  shape .    I  shall  show  you  photographs  presently 
indicatiii"  that  the  characteristic  point  about  a  micro- 
cephalic head  is  that  the  deticiency  affects  chiefly  the  frontal 
region  and  the  vault.   The  base  of  the  skull  is  apparently  as 
well  developed  as  in  health.    So  a  constrictc.l  frontal  region 
with  a  small  circumference  are  the  characteristic  points. 
The  size  of  the  head  may  be  extremely  small.   The  smaUest 


Fig.  49. 

MONGOL.  SHOWISG  CHARACTERISTIC  tYBS. 


Fig.  50. 

MONGOL,  SHOWING  PROTRUSION  Of  TONGUE. 


Fig.  si. 

MOM.Ol,  IN  PROHLE,  SHOWING  SHAPE  OF  HEAD. 


OS  mwtAL  iH^msmacn  m  cntutrnxm  m 

I  havf  Hwn  was  in  a  child  In  -ars  ol.l.  in  w  i<>n\ 
ttital  circiimf.  t  'IK  .>  \^  ;J|  i  lie  that  m  to  ^i*y,  «>iily 
I  im-^  mnrf  than  it  should  Iw  at  bii  th.  Om  t*ee»  them  of 
»tt  m^-V'iurPBieflts.  v»yi^  from  what  t  have  t«  'd  you  to 
nearlv  the  ii'TTiv  1  size  '  H'H  Tuis*-  the  '  hlld  is  us  lally  well 
developed  in  I  f  e  an<  i>  h  ,  '-nt  has  »  «lull  demeai  '»nr  »vnd 
tendr<  to  be  upathef    in  »»»niier. 

CftHes  of  th<  microeephaiH'  type  are  not  at  all  unroiniiioii. 
They  11  uh- .1:  ?■>  |  •  ■  it  f  my  own  ■  ises  ;  fro  1  u  liat 
f  liii.  stf'ii  lu!  •  aatl  It  <  tHHt  Oniiuiul  Street  Cli  neiis 
Hiwpital  ?  thint    he  tM.=4i!rtW'R  t«  occur  with  unusual 

freqiien.      n  <■'>       -  n      -I  1      r  is.    That  is  quite  the 

revise,  j   hrig.  '     !  ti        iu  t      Kiition  the  Jewish  rn  e 
aeem**  to  h  te  uu  I  ,inun        th»     ian  otherwine. 

4  (>pp*  -<1  to  rii"-  "      V       iMirae^fbaly,  ii»  wi 
the  lie;.  I  iv  riiwuall'  'id      mmdi  about  tin- 

.Hajf   ih    ()t   'ich       -eph  tlH  ii.      cuid  ti     aeans  of  telling 
i  froj.i  rk  k      tha^      ktM  not  go  over  tha  again  (p.  185), 
lro<  i  '       >  i-*  '       iumi  ver,  a  coinmon  cause  of  ni  ntal 
I   .«-ien  i  xtranrdinan  how  large  the  h»'Hd  lay 

be  ami    ft    hr     ,     tl  power  be  very  well  retained.  Fhe 
ohiW  imwn  in    His  photograph  had  a  hoad  26  in  h  in 
ci-     rui.^'Tu  e       i  \  et  conversed  quite  ill* <'lligenth  h 
<  hi      nan    !■      be  Imckward  in  theirmuvements,  i 
the  .  vigc  f'is         ts  their  balance  and  maken  it  diflb  i 
them  to  '   fi    mit  t     mental  power  is  retained  in 
prising  d(  vf^n  i  ,  uiyh  y«>u  know  that  the  cortex  oi 

br  i  i  n.  ii,  rtened  out  almost  like  a  sheet  of  n».u- 

pa|K  ' 

fi   Wf:  Ci  -le  next  to  the  paralytic  group,  in  which  there 
X!      Horuc  degree  of  paralysis  in  addition  to  the  mental 
tic  {  hose  cases  belong  to  that  group  of  infantile 

i<fe**-  ti»««w  of  which  I  spoke  \  ■  another  lecture.  The 
tilrfr  e  most  apt  to  suffer  from  mental  deficiency 

H-ith  p  ,s  are  those  in  whom  there  has  been  a  lesi.m  of 
ihe  bran  ai  intra-uterine  life  or  at  birth,  and  I  think  it  is 
more  common  in  those  who  l»ve  paraplegia  than  in  those 
who  have  hemiplegia.  Yoii  are  apt  to  arrive  at  an  exagge- 
rated estimate  of  the  mental  defect  in  these  children,  because, 
owing  to  paralysis  «rf  nnttctes,  they  l»v»  »  diltoulty  in  getti^ 
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about  and  living  an  active  life  like  other  children,  and  ac- 
cordingly their  education  suffers,  and  to  this,  no  doubt,  part 
of  their  intelfoctual  dubiess  is  to  be  attributed . 

6.  There  are  two  groups  of  cases  of  mental  deficiency 
which  are  associated  with  fits,  the  eclamptic  and  the  epileptic 
group.   The  distinction  between  thwe  is  that  edunptie 
imbecility  includes  those  cases  in  which  a  fit  has  been  the 
starting-point  of  the  mental  defect.    The  child  lives  for  the 
first  two  or  three  years  of  his  life  quite  normally,  and  his 
mmttA  devetopment  goes  on  in  the  ordnmy  way ;  and  then 
he  has  a  severe  convulsion  which  appears  to  damage  the 
brain,  and  from  that  time  the  mental  development  suffers, 
although  there  is  no  repetitfon  of  the  fit.   In  the  l^^tte 
gtoap  the  case  may  start  with  a  fit,  but  the  elMiractoristic 
feature  is  that  the  fits  recur  ;  the  child  goes  on  having  fits, 
and  it  is  in  consequence  of  the  continual  fits  '.'lat  the  mental 
8tat«  suffers.   You  n»y  take  it  that  if  epileptic  fits  are 
frequent  in  a  child  below  seven  years  of  age,  that  child 
is   almost  certain   to    have  as    a  consequence  mental 
deficiency.   There  is  nothing  which  apparently  upsets  tbe 
equililnrinm  of  the  brain  more  than  the  repeated  occurrence 
of  fits. 

7.  The  next  group  is  idiocy  by  deprivation.  By  that  one 
means  those  cM«i  whfch  are  n^tatly  deficient  because  the 

'avenues  of  knowledge'  are  blocked.  The  classical  ex- 
ample is  that  of  Laura  Bridgman,  of  whom  you  may  have 
heard.  She  was  blind  and  deaf,  and  all  her  senses  were 
gone,  and  as  long  as  she  was  in  that  condition  she  was  practi- 
cally idiotic.  Very  many  children  suffer  in  their  mental 
development  because  of  this  blocking  of  the  avenues  of 
information,  becaiKW  their  hearing  or  tbeir  s^t  M  bad. 
And  whenever  you  are  brought  face  to  face  with  mental 
deficiency  you  have  to  ask  yourself,  May  not  this  be  pro- 
duced by  the  fact  that  the  child  has  a  difficulty  in  acquiring 
information  owing  to  bis  great  inaWHty  to  bewr  properly 
or  see  distinctly  ?  The  commonest  causes  are  middle-ear 
disease,  frequently  the  result  of  adenoids  ;  and  errors  of 
refraction,  particularly  hj^wrmetropia  and  astigmatism.  A« 
a  consequence  of  these  defects  the  child  fails  to  benefit  like 
othwobUdrra  from  instruction  at  ichool,  and  so  falls  behind- 
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hand,  and  in  extreme  cases  may  be  regarded  as  a  case  of 
mental  deficiency.  But  many  of  these  cases  belong  to  the 
group  of  mere  backwardness.  And  tt»t  brings  me  to  ask  what 
is  to  be  your  distinction  between  mere  backwardness  and 
true  mental  deficiency.  You  will  find  it  convenient  to 
remember  in  this  comiection  the  dictum  of  Charles  West, 
Uua  a  mentally  deficient  child  would  he  ahnormul  for  any  age, 
whereas  a  backward  child  is  merely  abnormal  for  its  own  age. 
For  example,  a  backward  child  of  six  may  be  at  a  mental 
stage  which  would  be  normal  for  a  chfld  of  four.  But  a 
child  who  is  mentally  deficient  you  cannot  regard  as  normal 
for  any  age.  You  will  find  that  useful  as  a  practical  dis- 
tiiKition. 

8.  I  now  con»  to  the  next  group,  which  is  one  of  consider- 
able rarity— namely,  primary  amaurotic  mental  deficiency. 
This  is  a  group  of  cases  which  ought  to  be  familiar  to  you 
here,  because  it  was  first  described  by  Mr.  Waren  Tay,  I 
think  in  the  year  1881.  It  is  a  group  which  is  marked  by 
certain  very  definite  features.  First,  the  cases  tend  to  occur 
in  families.'several  members  of  a  family  being  likely  to  suffea-. 
SeeattSfy,  iniA  tiie  reerarded  cases  the  children  have  been 
of  Jewish  parentage.  Thirdly,  they  are  characterized  by 
the  fact  that  the  children  may  seem  normal  at  birth  and  for 
a  short  time  afterwards ;  but  soon  toss  <rf  wion  sets  m, 
associated  with  ch  racteristic  changes  in  the  fundus  of  the 
eye  and  with  paralysis,  which  leads  by  about  the  second 
year  of  life  to  death.  Such  cases  are  very  far  from  being 
common.  It  k  well,  howew,  few  you  to  have  them  belise 
your  minds,  particularly  in  th»  part  of  London,  where  we 
see  so  many  Jewish  patients. 

9.  Lastly,  1  come  to  a  great  group  whkjh  you  can  r^r 
to  none  of  these  previous  diviswM,  and  which  may  be 
described  as  unclassifiaWe  C«Mt,  or,  if  you  prefer  a  more 
scientific  term,  cases  of  simpU  primary  amentia.  They 
m^e  H>  the  majority  you  meet  with  ;  Oiey  were  34  per  cent. 
of;-'i!  cases  I  have  seen.  You  may  rail  them,  if  you  like, 
cou.  aal  idiocy,  but  I  do  not  think  that  helps  you  much. 
They  are  characterized  b^  mentid  deficiency,  associated, 
perhaps,  with  some  'physical  stigmata,'  and  you  can  only 
diagnose  ihiem  by  ghrii%  heed  to  the  generdi  rules  I  have 
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laid  down— to  the  speech,  general  appearance,  and  behaviour 

of  the  pnuent  —and  if  you  attend  to  these  points  you  are  not 
likely  to  overlook  the  mental  defect. 

CAUSKS  OF  MENTAL  DEFICIENCY. 

I  now  pass  to  coiLsider  rapidly  the  question  of  the  etioluijy 
of  menial  defieiemp  in  children.   With  regard  to  a  few  of 
these  groupH  there  is  a  definite  causation.    Cretijiism,  for 
example,  is  due  to  congenital  absence  of  the  thyroid  gland, 
but  you  cannot  say  of  many  that  there  is  such  a  definite 
carnation  as  that.   In  the  paralytic  group,  too,  you  have 
a  fairly  definite  cause — ramely.  damage  to  the  brain  of  some 
sort,  occurring  during  the  act  of  birth  or  thuing  intra-uterine 
life.    In  the  group  of  deprivation  cases  you  have  a  definite 
pathology  in  tiie  absence  (    defect  of  certain  organs  of  sense. 
In  hydrocephaly  you  have  often  a  history  of  antecedent 
basal  meningitis.    But  in  regard  to  many  of  the  cases  you 
can  find  no  defirate  cause  at  all.   You  will  find  that  certain 
factors  are  commonly  believed,  especially  by  lay  people,  to 
play  a  part  in  the  production  of  mental  deficiency.  You 
will  hear  it  said  that  the«e  children  are  often  the  oflsiH'ii^ 
of  intemperate  parents  ;  or  that  there  is  insanity,  or  syphilis, 
or  tuberculosis  in  the  famil\  ;  or  that  the  parents  have  been 
related  to  one  another  before  marriage.    As  far  as  I  have 
been  aWe  to  nukke  out,  you  cannot  say  definitely  that  these 
faetors  have  any  very  great  influence.    Out  of  seventy-five 
cases  I  only  found  one  in  which  consanguiixity  was  present, 
and  in  that  case  the  parents  were  first  cousim.   And  I 
camiot  find  that  the  parents  of  mentally  defective  children 
are  addicted  to  intemperance  more  than  others  ;  whilst  the 
coexistence  of  congenital  syphiUs  i.«  quite  exceptional. 

A  cause  which  might  be  more  likely  to  produce  m^ital 
deficiency  is  bad  health  in  the  mother  during  her  pregnancy. 
There  have  been  experiments  on  chicks  which  show  that  if 
an  egg  is  incubated  at  a  higher  temperature  than  tuual  the 
chksk  whfch  results  is  apt  to  be  abnormal  and  defective  in 
development  ;  and  you  might  suppose  that,  if  a  mothi»r  has 
an  attack  of  fever  during  her  pregnancy,  so  that  the  incuba- 
%km  of  the  lotus  proceeds  at  a  temperature  two  or  &acm 
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degrees  above  the  normal,  mental  detects,  amongst  others, 
might  result.  And  I  do  not  say  that  tha*  does  not  some- 
times happen.  You  will  frequently  get  a  history  of  bad 
health  during  the  pregnancy,  or  a  history  of  worry;  but  you 
must  remember  that  such  »jccurrences  are  also  extremely 
common  in  pregnancies  which  pvodi^e  iK>rm»l  children,  and 
you  must  always  allow  for  a  tendency  on  the  part  of  the 
mother  to  assign  some  cause  for  the  mental  defect  in  her 
c  h  i  h  1 .  I  do  not  think  it  has  been  clearly  proved  that  any  of 
these  things  is  a  constant  factor. 

I  want  to  speak  more  definitely  with  regard  to  two  of  the 
above  groups — namely,  microceplialy  and  Mongolism.  The 
pathology  of  microcephaly  seem^  to  be  an  arrest  in  the  de- 
velopment of  the  brain  as  a  whole.  It  is  not  due.  as  has 
been  sometimes  said,  to  a  premature  closure  of  the  cranial 
sutures.  You  know  that  a  method  of  treatment  was  based 
upon  that  assumption — ^namely, craniotomy — artifi<  ial  open- 
ings being  made  in  the  skull,  under  the  impression  that  the 
brain  ceased  to  develop  because  the  sutures  closed  too  soon. 
.  As  a  matter  dt  fact,  the  reverse  seems  to  be  the  case  ;  the 
skull  closes  soon  because  the  brain  is  not  pi  operly  developed, 
so  that  the  operation  was  foredoomed  to  failure. 

With  regard  to  Mongolism,  1  think  you  can  trace  a  fairly 
definite  cause.   You  will  fli^  that  Mongols  tend  to  be  the 
last  children  of  large  families.    It  is  a  condition  which  re- 
sults when  the  reproductive  powers  are  exhausted,  especi- 
ally in  the  mother.   Out  of  ftfteen  of  my  cases  of  Monftrfkm 
the  mother  was  forty  years  old  or  upwards  in  nine,  and 
in  another  three  the  mothers  were  between  the  ages  of 
thirty -eight  and  forty.    l-)r.  vStill,  of  Great  Ormond  Street 
Hospital,  reports  eighteen  consecutive  eases,  out  of  which 
ten  were  the  last  children  of  a  large  family,  and  in  the  others 
the  child  was  the  last  but  one.    Why  exhaustion  of  the 
reproductive  power  should  result  in  Mongolism  I  do  not 
know,  but  there  seems  to  be  an  arrest  at  some  stage,  beyond 
which  it » impo^t^  to  cwry  the  devek^imnt. 

PB06N0SIS. 

With  regard  to  the  prognosifi  in  nicntal  deficiency,  you 
have  to  consider  it,  first,  in  relation  to  the  life  of  the  child, 
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and,  si'coiidh  .  in  rclatinu  to  it^  inciitiil  progress.    As  regards 
life,  you  will  tiiul  tliat  meatally  defective  ehildren  tend  to 
be  physieally  weak  and  wM^ig  in  resisting  power.   It  is, 
perhaps,  fortiuiate  that  that  is  so,  because  the  majority  of 
them  never  reach  the  age  uf  pul)erty .    If  they  have  an  illne.ss 
they  take  it  badly,  and  are  apt  to  go#»wn  before  it.  This 
feebleness  is  perhaps  more  marked  in  Mongob  and  cretins 
than  it  is  in  others,  and  the  mend»ers  .  t  this  group  are  piir- 
ticularly  liable  to  l)e  carried  oS  by  tuben  ulosi.-.    Y<mi  have, 
abo  to  renM«ber  in  giving  yonr  forocait  that  mt^'  «•  them 
will  be  apt  to  suffer  from  (its.  partic*db.rly  in  the  pjsr  U  tic 
cases.    Of  course,  those  which  are  epileptic  already  will 
always  have  tits  as  one  of  their  prominent  symptoms.  With 
rega«N»BwntaI^velopment,  there  is  nothing  more  difficult 
than  to  speak  confidently  about  the  futmc  and  I  advise  you 
to  be  always  very  cautious.    You  may  say  of  cretins  tliat  if 
thyroid  gland  is  afcainistered  from  the  first  weeks  of  Itfe 
they  will  grow  up  to  be  almost  normal  individuals.  You 
can  say  with  regard  to  Mongols  that  in  the  highest  gratle 
they  w  ill  be  tit  for  physical  work,  but  they  will  never  be  able 
to      mmh  htMH  vrak  of  any  sort,  and  will  always  lack 
im^tive.    The  prognosis  of  microcephaly  will  depend  on 
the  size  of  the  skull ;  the  smaller  the  skull  the  more  hope- 
lessly idiotic  the  child  will  be,  and  it  is  only  in  those  children 
in  whom  the  skull  is  near  the  normal  size  that  you  will  have 
an.\-  appreciable  mental  power  at  all.    With  regard  to  the 
epileptic  cases,  you  may  assert  that  they  tenil  to  get  worse 
rather  than  bett»r  as  they  go  on  :  each  successive  fit  leaves 
the  brain  in  a  more  damaged  condition  than  it  was  in  before. 
But  the  great  difficulty  in  the  matter  of  prognosis  is  in  regard 
to  those  un(  lassifiable  cases  which  make  up  the  last  group. 
It  will  be  well  to  remember,  as  has  been  pointed  out  by 
many  observers,  that  the  more  healthy  and  natural-looking 
the  child  is,  the  worse  is  the  prognosis  as  regards  mental 
development.   Those  cases  whfch  look  best  in  physical  de- 
velopment often  give  the  worst  outlook  with  regard  to 
mental  improvement.   As  Dr.  Langdon  Down  has  said, 
the  prc^nosis  is  hopeful,  contrary  to  -w^t  fa  <rften  thoi^^, 
'inversely  as  the  child  is  com^y,  lair  to  look  upon,  and 
wfauonw.* 
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The  treatment  1  can  dismiss  in  a  few  wortb*,  because,  1 
am  sorry  to  say,  for  many  of  them  you  can  do  but  little.  I 
urge  you  always  to  remember,  however,  that  there  is  a 
physical  side  to  mental  deficiency,  and  although  you  can 
do  nothing  for  the  mental  deveU>pment  of  these  children,  you 
can  do  much  for  their  physical  state  ;  you  can  remove 
obstacles  out  of  th»'  way  of  the  feeble  brain.  You  can 
remove  adenoitls,  which  make  it  difficult  for  them  to  hear. 
You  can  order  them  spectacles,  and  make  it  easy  for  them  to 
see.  You  can  divich'  tendons  if  they  are  paralyzed,  and 
make  it  easier  for  them  to  use  their  limbs.  If  the  child  is 
rickety,  you  can  treat  the  rickets.  By  removing  these  diffi- 
culties you  can,  especially  where  there  is  only  slight  mental 
deficiency,  make  all  the  difference  to  the  child,  iffid  polUm 
upon  a  very  much  higher  plane  than  before. 

With  regartl  to  mental  improvement,  all  you  can  hope  to 
do  is  by  careful  and  persistent  training.  Your  chief  duty 
here  will  bo  to  encourage  the  mother  to  persevere,  to  point 
out  to  her  that  improvement  must  necessarily  be  very 
gradual,  but  that  all  depends  upon  her  own  efforts.  The 
child  must  be  encouraged  to  take  notice  of  his  surroundings, 
and  to  do  little  things  for  himself  as  far  as  possible,  whilst, 
on  the  other  hand,  all  bad  habits  must  be  steadily  dis- 
couraged.  Patience,  specially  the  afiectiosttte  patience  of 
a  mother,  can  often  work  wonders  in  these  cases.    In  recent 
years  much  progress  has  been  made  in  the  training  of  men- 
tally defective  children,  and  their  lot  has  never  been  so 
favourable  as  now.  Unih-r  the  Elementary  Education  Act  of 
1899.  special  (  lasses  have  been  institutofl  under  the  County 
Council  in  London  for  the  training  of  defective  children  ; 
and  much  has  been  done  by  the  Kindergarten  n^thods  in 
t<»a(  hing  these  children  to  use  their  muscles  and  make  the 
best  use  of  the  feeble  brain-power  they  have.    It  is  only  on 
those  lines  that  you  can  hope  to  do  good  in  those  who  are 
improvable.    For  those  m^tm  tt^a^rovable  there  is  no 
refuge  but  the  idiot  asylum,  or,  for  people  who  are  able  to 
tiMetA  it,  special  guardianship. 


LECTURE  XXIV 

son  DooBiaBS  or  ihb  bxabt  oi  childhood 

GBNTLEMBK.-In  the  pwseiit  lecture  I  propose  to  coiisider 
with  you  some  of  the  commoner  diHord.TS  of  the  heart 
met  Nvith  in  childhood,  apart  from  those  acute  rheumatic 
affections  which  were  dealt  with  on  a  previous  occasion. 

At  the  outset  it  mav  be  well  to  remind  you  again  of  sf.me 
of  the  anatomical  and  physiological  peculiariUei  of  th«  heart 
in  children  to  which  I  referred  in  an  earlier  lecture  (p.  10). 
You  will  remember  that  the  heart  lies  naturally  at  a  higher 
level  in  early  life  than  it  does  in  the  adult,  the  apex-beat 
being  often  in  the  fourth  space  instead  of  the  fifth.  The 
apex-beat  is  also  further  out  than  it  is  in  the  adult,  being 
beyond  the  mammwy  line  up  to  the  third  year,  and  m  it 
from  the  third  till  about  the  tenth  years,  after  which  it 
assumes  the  adult  position. 

You  wiU  remember  also  that  imgutaritf  of  the  heai  t  is 
very  common  in  ewly  life,  especially  during  sleep,  and  has 
not  necessarily  anv  pathological  significance.  It  is  of  the 
nature  of  whkt  is  known  as  'sinus  arrhythmia,'  and  may 
be  distinguished  from  the  irregularitv  of  organic  disease  by 
the  fact  tha  t  it  disappears  on  exert  io,  The  greater  rapidity 
of  action  <.f  the  heart  in  early  life  should  also  be  borne  lu 
mind,  the  pulse-rate  being — 

At  birth,  aboat  130. 
Tu  the  Mcoad  year,  about  110. 
la  the  third  year,  about  100. 
IB  «»  ^th  yew,  aboB*  M. 
In  the  twelfth  year,  m 

It  is  slightly  more  rapid  in  girls  than  it  is  in  boys. 
AsregMds  the  bMrt  Kmndi  in  childhood,  I  would  remind 
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you  apaiii  <>f  the  rrlativelvfirpaior  intcnHity  of  the  pulmonary 
than  of  the  aortic  second  sound  up  till  about  the  twelfth  year. 
In  early  fife,  too,  ao-ealled  wtttto ylmwuif  nvranut  are 

not  uncommon,  and  are  apt  to  lead  to  confusion.  They 
ma>  be  distinguished  from  the  systolic  murmurs  of  organic 
disease  by  the  fact  that  they  are  oiJy  audible  durii^  one 
phase  of  resf^tion.  being  usually  ptes^t  durii^  ezjMration 
,^nd  disappearing  durin<,'  inspiration. 

Difplacement  ol  the  heart  is  not  uncommon  in  childiiood. 
It  may  be  due  to  (I)  pleuritic  effrsion  (usually  left-sided) 
pushing  it  over  :  (2)  to  fibrosis  of  the  lung  pulling  it  over ; 
(3)  to  atelectasi.s,  which  causes  displacement  towards  the 
affecteil  side  ;  (4)  t(j  transposition  of  the  viscera  ;  true  dextro- 
cMdia,  without  displacement  of  the  viscera,  also  occurs,  but 
is  very  rare.  You  will  rarely  liaveanydiflficultyincietcrniining 
the  cause  of  the  displacement  in  any  case  if  you  examine 
the  patient  carefully,  but  slight  degrees  of  fOxom  of  thetesg 
causing  displacement  are  apt  to  beoverlooke<l.  The  Xrays 
are  of  great  help  in  detcrniining  the  cause  in  a  doubtful  case. 

I  do  not  intend  to  say  much  about  what  is  really  the 
commonest  form  of  heart-trouble  in  childhood — namely, 
ehronic  valvular  disease,  for  the  reason  that  it  is  in  all  essen- 
tial respects  the  same  as  valvular  disease  in  the  adult,  and 
calls  for  the  same  management.  I  would,  however,  give 
you  one  emphatic  piece  of  advice,  and  that  is.  Don't  treat 
mnrmurs  !  By  this  I  mean  that  you  are  not  to  suppose  that 
treatment  is  called  for  merely  beciause  you  have  detected  a 
hemrt  murmur  on  routine  examination .  So  long  as  the  lesmn 
is  fully  compensated-  is  producing  ro  symptoms — it 
may  safely  be  let  alone.  This  simple  rule,  however,  is  con- 
stantly disregarded,  and  I  often  have  children  sent  up  to 
hospital  here  to  be  treated  '  for  heart  disease  '  because-  a 
school  doctor  has  found  a  murmur  in  the  course  of  his  official 
inspection.  Great  harm  may  be  done  by  such  excess  of  zeal, 
for  not  only  are  the  parents  uiktuly  frightened,  but  the  child 
is  apt  to  be  condemned  to  a  semi-invalid  life  quite  unneces- 
sarily, and  greatly  to  the  impairment  of  his  happiness  and 
often  of  his  education.  In  such  a  case  all  that  is  necessary 
is  to  warn  the  parents  of  the  danger  of  fresh  attacks  of 
riMumatkOB,  and  to  advise  ^um  to  send  the  child  to  bed 
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aiul  l  all  ill  nuHlical  advice  m  i«>on  m  even  the  slightest  pain 
in  the  imiiU  or  limbn  is  complain.-.l  ..f .  At  tju-  sanu-  t.rn.- 
,|„.v  sI.ouM  Ju-  t..I.l  that  the  lu-art  has  bet-n 
that  this  iut'.l  not  iveccHHttrily  interfere  with  the  child  h 
health  or  prospects  in  life,  although  it  will  he  w.so  xo  see 
that  anv  ..vm-x.-.  tion  is  avoi.l..!.  an.I  that  in  .h'.  ul.n«  upon 
the  patl.  nt's  future  career  Htrcnuous  oeeupations  and  those 
whieh  entail  miicli  exposure  are  avoided. 

As  regards  proKUosiH  in  valvular  disease  it  is  u*-ll  t..  n-tnetu- 
ber  that,  other  thin-s  l.eing  equal,  it  i«  worse  the  younger 
the  child.  Pubert  v  is  the  period  to  be  dreadetl,  for  it  maken 
great  demands  up^n  the  heart,  and  if  the  lesion  be  a  severe 
there  ma^  not  be  suffieient  reserve  to  ,ne.>t  these.  Hem  e 
the  outlook  is  better  if  the  damage  be  not  lurtieted  until  the 
period  of  puberty  is  passed. 

CONGENITAL  AFPECTIONS  OP  THE  HEART. 

Congenital  heart  disease  is  the  re.sult  in  most  perhaps 
in  all— cases  of  a  malforinatiou  whieh  ..riyinate;.  .  arly  in 
intra-uterine  life,  but  it  may  possibly,  in  a  few  instanees.  be 
the  c.nsequence  of  a  foetal  endocarditis.   Into  t^iese  vexed 
pathological  questions  1  dc»  not  propose  to  ,-„t..r  further,  tor 
thn  mo.le  of  origin  of  the  lesion  is  really  of  very  little  clinieal 
importance  except  for  this,  that  if  foetal  endocarditis  nhoM 
be  the  cause  in  any  case,  there  ia  a  certain  risk  of  fresh  endo- 
carditis being  graft.d  on  the  top  of  it  during  ehildhood. 
The  bare  possibilits  of  this  happening  should  be  an  induce- 
ment to  one  to  guard  children  with  congenital  heart  disease 
from  iirfeetions  of  aU  sorts— rheumatie  and  other-as  eare- 
fuUv  as  possible.  .11  • 

A  practical  question  whieh  often  arises  at  the  bedside  is 
this  Is  the  mnmittr  which  is  present  due  to  a  congemtal  ta 
•a  acquirfid  lesion?  To  this  question  it  is  often  (bffieu.t- 
sometimes  impossible-to  give  a  satisfactory  reply.  In  dc- 
ciding  it  the  following  points  have  to  be  considered  : 

1  The  IfMtory.— A  clear  hktory  of  previous  acute  rheu- 
matism or  chorea  is.  of  course,  strongly  in  favour  of  an 
acquired  lesion  ;  even  a  history  of  sore  throats  or  growing 
pains  '  should  make  one  s«spksfe«». 
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«.  Tht  Age  of  the  Palinit.    Tin-  yoiingor  tlu-  child  i  he 
more  likely  w  it  that  om-  i«  ilealing  with  a  congenital  all  - 
tion.  Rhetiii»tieendoeMdi^i»»hi»rtttBlwoTOfctfc«^ 
age  of  two.  and  in  raro  below  five. 

:t.  Site  nnf{  <  'hnracter  of  the  M  Mrmur.— Congenital  murniuiH 
are  UHiuiily  bent  heard  tntefHul  to  the  apex  or  In  the  pul- 
monary are*.  Acq«ired  mwrntini  are  umftlly  IoikU  hI  at  t  iie 
apex-hVat,  iuid  art'  condiKtcd  out  from  it.  Diastolic  and 
prcsysttdic  niurmurH,  wherever  heard,  are  oftcner  acquired 
than  congenital.  A  very  fcrad  mumiw  with  no  aubjeetiiw 
Hyniptoins  in  UHUally  congenital. 

'  4.  Ktihu  ffement  of  the  left  hnri  is  in  favour  of  acquired,  <»f 
the  right  luart  of  congenital,  ilineaHe. 

8.  M«lc«(}  c^wKwi*  »nd  the  preMmee  of  diMin§  pwnt  to 
a  congenital  lenion. 

fl.  Tlie  roexintt^nce  of  other  mulformatious—e.g.,  harelip, 
cleft-palate,  etc.,  in  to  Rome  extent  m  favour  of  the  lesion 

being  congenital. 

Kven  when  due  consideration  Ims  l)een  given  to  all  these 
point**,  you  will  Hometiraes  be  in  doubt,  ThiB  is  specially 
apt  to  happen  in  the  cm»  of  »  eHM  of  about  five  yewa  ol 
age  whose  heart  is  being  exawifl^far  t  he  first  time  and  whose 
.  ist  history  is  indefinite  HaB»ic  and  cardio-pulmonary 
murmurs  are  also  a  fertile      t  -  error. 

HuppoRing  thAt  you  ha-     !     !     that  the  lesion  is  con 
genital,  the  next  point  to  (  if  you  can,  is  its  - 

i\ature.  At  tiiis  point  it  is  veil  lo  remember  that  th<  •«  lu 
commonei^  o<wenital  iMioaif  in  order  of  frefu+-'>f»y  ^.'o. 
these:  patent  ventricnlnr  septum,  pulmonary  stenosh  .i.t>c 
two  often  coexisting),  pati  nt  ductus  arteriosus,  and  aortic 
Htenosia.  Tlie  chief  .-igns  of  these  rV' iTerent  lesions  are  Iwrieffy 
a»  f oQowa  : 

1.  Pales<  Se'^um. — A  svstoln  iiruit  with  it.s  maximum 
intensity  about  the  level  of  the  fourth  left  costal  cartilage 
close  to  the  sternum  :  possibly  cyanrasfc  and  ehihlni^. 

2.  Pulmonary  Stenosis— k  systolic  bruit,  often  with  a 
thrill,  having  its  maximum  intensity  in  the  pulmonary  area  ; 
enlargement  of  the  right  ventricle  ;  usually  cyanosis  and 
clubbing. 

t.  F9^ihtdtu8.—k  feag  mwrawr  bei^^ag  witk  igwtele 


294         LECrrURES  ON  DISEASES  OF  CHILDBEN 

and  running  right  through  into  diastole,  best  heard  in  the 
pulmonary  area:  frequently  a  pateh  of  ilulnesH  m  the 
second  left  interspace  close  to  the  sternum  ;  no  cyanosis  or 

clubbing.  . 

4  Aortic  Stenosis.— A  systolic  murmur  accomp(tnml  hi/  a 
thrill,  loudest  at  the  base  either  to  the  right  or  left  of  the 
sternum  ;  associated  with  hypertrophy  of  the  left  ventricle, 
but  not  accom^med  by  cyanosis . 

It  must  also  be  remembered  that  several  of  the  above 
lesions  mav  coexist  or  be  associated  with  rarer  ones. 
Patent  ductus,  for  instance,  rarely  occurs  alone,  and  pul- 
monary stenosis  and  defective  ventricular  septum  are  often 
present  together.  Patnit  .septum  ovale,  though  often  diag- 
nosed, is  realh ,  according  to  post-mortem  evidence,  a  rare 
lesion,  and  still  more  rarely  recogniiable,  as  it  does  not 
appear  to  produce  a  murmur. 

Tliis  leads  me  to  point  t)ut  that  considerable  malformation 
of  the  heart  mav  exist  without  the  fMMIiet  ol  W9  wawiU 
at  all,  cyanosis  and  clubbing  of  the  fingers  being  the  only 
objective  sijjns  of  anv  abnormality . 

When  all  is  said  and  done,  then,  you  will  see  that  the 
diagnosis  of  the  exact  mtum  of  *e  teaion  in  a  case  of  con- 
genital heart  disease  is  ollwi mainly  a  matter  of  guesswork, 
and  it  is  perhaps  better  not  to  bother  nmch  about  it  at  all. 
but  to  content  vourselves  with  dividing  cases  into  two  groups 
—those  with  cyanosis  and  those  witliout.  For  practu  al 
purposes  I  am  inclined  to  think  that  this  is  quite 

sufficient,  ,  „ 

One  «»ther  point  in  diagnosis  must  be  mentioned.  You 
must  m»t  suppose  that  all  cyanosed  babies  suffer  from  con- 
genital heart  diseas.-.  Every  now  ami  then  you  will  meet 
with  a  ease— usuallv  within  the  first  few  weeks  of  life— m 
which  the  child  »  iWMced  to  '  go  black  '  at  times,  especially 
about  the  lips  and  in  the  hands  an.l  feet  This  ,s  part  u  ularly 
apt  to  happen  after  the  Uth  or  on  expt)sure  to  colil,  and  is 
commonest  in  premature  infants.  It  is,  I  think,  a  vitO- 
motor  iiMTdtr,  analogous  to  Raynaud's  disease,  and  tends 
to  pass  off  after  a  few  months  as  the  ehild  gets  stnmger. 

Having  diagnosetl  the  existence  of  a  congenital  lesion,  the 
next  point  you  have  to  consi^  is  the  HOgBOrii,  and  you  are 
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sure  to  he  asked :  Can  the  conditiou  disappear  {    Is  it 
serious  i    What  are  the  child's  chances  <rf  life  ? 

As  regards  the  first  of  these  questions— the  possibility  ot 
neovary  from  the  lesion—you  are  justiticdiu  the  vast  majority 
of  cases  in  replying  in  tlie  negative.  Notwithstanding  this, 
however,  I  have  met  one  or  two  cases  in  which  a  eongeiutal 
systolic  murmur,  not  a(  (  f)mpanied  by  cyanosis,  finally  dis- 
appearetl.  Presumably  these  were  examples  of  a  slight 
defect  of  the  septum,  which  gradually  closed,  but  yoa  can 
rarely  count  on  this  happening.  Your  reply  to  the  second 
quest it)n  will  depend  upon  the  degree  of  cyanosis  present  : 
roughly  speaking,  the  more  marked  the  cyanosis  the  m<»e 
serious  the  lesion. 

As  regards  the  chance  of  life  in  congenital  heart  disease, 
you  may  sav  that  about  half  of  all  cases— cyanosed  or  not— 
die  before  "the  fifth  year,  and  that,  of  the  cyanosed  cases 
especiaUy,  few  reach  adult  life.  They  die  either  of  inter- 
current disease— '.spefially  pulmonary  affections,  which  they 
stand  batUy— «»f  haemoptysis,  or  of  more  or  less  sudden 
syncope  (often  attended  by  convulsionB).  Should  they  sur- 
vive, they  are  apt  to  be  stunted  in  (levclopmcnt.  and,  in 
,  as,  s  of  pulnionarv  stenosis  especiaUy,  pulmonary  phthisis 
is  prone  todevel«.p  inaduU  life.  Much,  of  course,  willdepend 
upon  the  amount  of  care  which  can  be  taken  of  the  child, 
but  even  in  the  most  favourable  c  ircumstances  survival  to 
middle  life  is  exceptional.  Some  lesions,  however,  such  as 
aortic  stc  iosis  and  uncomplicated  patent  ductus,  off«  ft 
better  chance  than  othera. 

Congenital  heart  disease  offers  little  scope  for  trefttmant. 
The  lesion  is  in  its  nature  incurable,  and  all  you  can  do  is  to 
try  to  mitigate  its  effects.  The  patient  should  therefore 
lead  as  sheltered  a  life  as  possible,  all  overexertion,  physical 
and  mental,  being  avoidetl.  You  wiU  judge  of  what  it  is 
safe  to  allow  the  child  to  do  by  its  effect  on  the  cyanosis  ; 
anything  which  increases  the  latter  is  harmful.  Cold  also 
is  injurious  in  these  cases,  and  all  exp«>sure  to  infections 
should  be  guarded  against  with  the  utmost  care.  Tlie  diet 
Rhouhl  be  so  arranged  as  to  lewen  as  fari»  possible  the  occur- 
rence of  flatulence,  which  is  apt  to  be  present  in  these  cases, 
and  atUls  materiaUy  to  the  embarrassment  of  the  heart. 
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J>n^  are  of  little  help,  and  the  ordinary  heart  tonics,  sweh 

as  digitalis,  of  none  at  all.  For  the  attacks  of  palpitation, 
collapse,  ami  earciiac  (tistrens  which  are  apt  to  occur  from 
time  to  time,  the  oceai-  ional  use  of  a  stimulating  carminatiw 
mixture — e.g.,  ammonia  and  ether — is  of  servic  e,  antl  when 
the  rifiht  heart  becomes  seriously  overdistended.  cauti(»us 
blood-letting  by  means  of  leeches  may  be  of  temporary 
utility. 

PUNCTIONAL  DI80RDERS. 

Considering  the  highly  sensitive  condition  of  the  nervoBR 
system  inchildren,  it  is  perhaps  sm  pi  isiiui  that  th  -y  are  not 
more  subject  t<»  functional  disonlers  of  the  heart  of  nervous 
origin  than  experience  shows  to  be  the  ease.  Functional 
palpitetioB,  however,  is  not  uncommon  in  children  of  school 
age,  and  is  usually  due  to  flatulent  indigestion.  It  resembles 
in  its  characters  the  same  condition  as  seen  in  the  adult, 
and  its  treatment  consists  in  attention  to  the  digestion  and 
the  administration  of  bromides  and  carminatives. 

Arrhythmia,  as  I  poitited  out  when  speaking  of  the  physio- 
logical peculiarities  of  the  heart  in  childhood,  occurs  very 
readily  in  early  life,  and  is  of  no  significance.  It  has  the 
characters  of  a  sinuB  •nthythmia— /.f..  the  varifttion  is  in 
rate,  but  not  in  force,  and  often  follows  the  phases  of 
respiration.  t)ne  also  meets  not  unfrequently  with  cases  <rf 
irregularity  due  to  the  occurrence  of  extra  systolM,  and 
in  this  sort  of  case  attacks  of  i)aIj)itation  as  well  arc  pnnic  to 
appear  at  intervals.  Flatulence  is  no  doubt  at  the  root  of 
both.  It  is  charaeteristie  of  these— »*nd,  indeed,  of  all 
functional  arrhythmias  that  the  heart  tends  to  become 
steadier  on  exertion  -  indeed,  it  often  becomes  quite  regular 
—  and  whenever  you  lind  this  hapi)en,  you  need  have  no 
real  anxiety  about  the  comlition.  The  treatment  of  ihis 
form  of  ii  regularity  is  the  same  as  that  of  palpitation. 

Cast's  of  extreme  irregularity  of  the  heart  occasionally 
turn  ui>  in  vxhich  it  is  very  difficult  to  say  whethw  one  M 
dealirtg  with  a  functional  or  an  organic  condition.  I 
remendier,  for  install. f.  ;i  little  yirl.  six  years  of  age.  being 
brought  to  me  f«ir  attat  ks  of  {wdlor  and  palpitation  which 
were  said  to  come  on  upon  exertion.    1  found  that  she  was 
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sligJitly  iiiuvmic.  ai\(l  had  an  extremel.N  irregular  lieart, 
but  without  any  sign  of  enlargement  and  showing  no 
murmur.  Treatment  by  iHromi^  had  Bttle  elfoet,  but  as 
mon  as  she  was  put  ©a  ^(Halis,  htr  htrntt  perfectly 

regular. 

From  the  charaeter  of  the  irregularity  in  this  case  and 
the  promptitude  with  which  it  frabaded  under  digitalis, 
I  think  there  can  he  no  doid)t  that  f»pe  was  dealing  with  a 
case  of  auricular  fibriUation;  but  if  s«>  it  seemed  to  be  of 
nervous  origin,  for  there  was  no  sign  of  any  oi^anic  disease 
fat  heart,  and  no  hist<)ry  of  rlicunuitism  nor  overstrain, 
nor  of  anything  which  could  have  damaged  the  myocardium. 
1  believe,  however,  that  the  heart  experts  are  not  yet  quite 
swe  whether  aaricolar  fliwillat  ion  is  ever  ai  purely  functional 
nature.  Be  that  as  it  ma\  tliere  can  be  no  doubt  that 
you  will  occasionally  meet  with  cases  of  arrhythmia  in 
childhootl  in  w  hicii  there  is  no  sign  of  organic  disease,  and 
which  yet  respond  in  the  ais^  dramatic  msnner  to 
administration  of  digitalis. 

SUSI'KCTKI)  llK.Ains. 

You  will  meet  occasionally  in  practice  with  a  type  of 
heart  which  will  cause  you  a  good  deal  of  uncertainty  and 
anaety  both  in  diagmwk  and  ]»ofiKwm.  I  refer  to  CMes 
in  which  a  ehiUl  suffers  from  symi)toms  which  raise  a 
suspicion  of  cardiac  disease,  but  in  which  the  physical 
signs  are  equivocal .  These  we  may  speak  of  for  convenieiwe 
as  'suspected  hearts,"  and  this  is  the  sort  of  case  1  mean. 
A  ehihl  of  school  age  (for  these  cases  are  not  met  with  in 
infancy)  complains  of  undue  fatigue  on  exertion,  perhaps 
with  slight  hreMlileMness,  ami  possibly  also  of  some  dis- 
comfort or  actioA  pain  about  the  precordia.  It  is  noticed 
that  he  looks  pale  or  'gnvy  '  at  times,  and  occasionally 
may  actually  seem  to  be  going  to  faint.  At  the  same  time 
he  W  lai^M,  depressed,  uninterrated  in  work  or  {day.  aaai 
his  wciyht  tends  to  go  down. 

In  the  course  of  the  routine  physical  examination  of  such 
a  patie^  it  is  found  tteit  the  apex-beat  is  a  fittle  {»r^ 
ottt  y»s  it  should  be,  a^  the  first  sound     the  mitral  a^ea 
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is  unnsuaUy  short,  and  may  show  mam  cbpee  of  m^urity, 

or  even  the  presence  of  a  s)i..rt  .systolic  murmur  :  wliilst 
the  pulmonary  stn-ond  s<nind  tends  to  be  accentuated.  The 
pulse  also  may  be  rather  rapid,  and  is  abnormally  Ttmg»tmw 
to  effort  or  to  change  of  position .  Th.-  artery  wall  also  nay 
be  more  easilv  palpable  than  it  should  be  at  this  age. 

Now,  what' does  this  mean  I   Is  there,  as  rhe  parents  will 
ask,  any  discw  of  the  h«»t,  and  is  it  seriooa  ? 

It  is'rcallv  rather  difficult  to  be  sure  of  the  exact  state 
of  things  in  such  a  case  as  I  have  described,  but  1  think  the 
probability  is  that  one  is  dealing  with  some  tess  of  tone  m 
the  heart-waU  which  has  resulted  in  slight  dilatation  of 
the  left  ventricle.    Some  children  appear  to  have  by  nature 
a  heart  whicii  is  deficient  in  tonicity,  and  if  any 
thrown  upon  it— eitii«r  in  consequence  of  the  demands 
made  upon  the  organ  during  rapid  growth,  or  as  the  result 
of  overexertion  in  izames-  it  yields.    Or,  on  the  other 
hand,  the  tonicity  may  have  been  normal  to  start  with,  but 
it  becomes  impaired  as  the  result  of  poisoning  of  the  myo- 
cardium by  the  toxins  of  certain  acute  specific  fevers- 
influenza  and  pitt'umonia  api)ear  to  Im;  the  commonest— 
.>r  the  heart  muscle  is  damaged  by  high  fever,  with  the  result 
in  either  ease  that  slight  dilatation  takes  i)lai  <> 

Such  cases,  of  course,  are  not  in  any  real  sense  serious 
in  that  there  is  no  immediate  danger  iO  life,  and  with  care 
the  heart  mav  reeovear  eom^tely,  but,  on  the  otlu  r  l>and, 
the  health  an'd  activity  of  the  •  hild  may  be  considciably 
interfered  with  for  some  time,  and  the  heart  may  even  be 
left  permanentlv  in  a  state  of  impaired  efficiency  and 
subject  to  more'aettle  Station  on  moderate  provocation. 
They  will,  therefore,  cause  a  goo<l  deal  of  anxiety. 

1m  the  inaiuigement  of  these  cases  it  is  difficidt  to  do 
enough  without  <U)ii^  tm>  much.  One  wants  to  give  the 
heart  ev«T  etoaee^  i«Beov«ring  itseH  withcmt  at  the  same 
time  interferif^  WBiaev  than  is  absolutely  net^essary  with 
the  child  s  etiuca^n  ;  and  in  the  case  of  a  boy  at  a  pubUe 
school,  parftfeulariy.  the  reconcilement  of  these  K.nlhctmg 
objeeto  M  often  a  difficult  task.  In  the  most  marked  cases, 
and  wli.-re  th.>  daniairt-  to  the  heart  is  of  recent  origin,  a  spell 
of  betl  is  no  doubt  the  In  st  plan,  but  how  long  the  patient 
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muHt  rcnmin  there  yow  tan  only  (letcrmim'  by  experiment, 
noting  carefully  the  effect  upon  the  heart  and  pulse  of  the 
resumption  of  the  vertical  position  and  of  any  degree  of 

activity. 

In  the  milder  and  more  t  hronic  cases  it  will  be  sufficient 
to  restrict  the  amount  of  exertion  undertaken  to  walking 
on  the  level,  and  porhaps  t©  the  quieter  forms  of  games,  and 
to  insist  upon  the  patient  Iyin<;  down  for  an  hour  or  two 
in  the  middle  of  each  day,  whilst  in  the  slightest  cases  of  all 
ihe  latter  rule  may  safely  be  relaxed.  It  will  readily  be 
nndnstood,  however,  that  even  such  slight  restrictions 
as  these  may  make  it  impossible  for  a  boy  to  remain  at  a 
boarding  school. 

As  regards  the  rest  of  the  treatment  I  believe  ample 
hours  of  sleep  are  very  important  in  such  cases— a  point 
which  is  not  always  attended  to  at  schools.  Drugs  are  of 
secondary  importance,  but  tonics  such  as  iron  and  strychnia 
are  meivA,  and,  in  tiie  sev«mr  cases  at  l«wt,  digitalis  may 
l)e  of  service. 

Complete  recovery  may  be  a  slow  process,  requiring 
months,  or  even  years,  of  care  to  bring  about,  but  through- 
out tlie  whole  perio<l  of  treatment  you  must  keep  before 
yourself  the  object  of  throwing  no  undue  strain  upon  the 
heart,  whil  t  avoiding  so  far  as  possible  making  the  patient 
an  invalid. 

PERICARDIAL  EFFUSION. 

Acute  rheumatic  pericarditis  is  rarely  atteiMted  by  much 
effusion,  and  the  marked  extension  of  the  area  of  hewft 
dulness  whicli  so  often  goes  along  with  it  is  not  due,  as  is 
often  supposed,  to  effusion,  but  U)  dilatation  of  the  heart 
itsdf .  The  real  effu^cms  into  the  p«ie«rdium  in  childhood 
are  n.'arly  always  j^snfont,  and  the  great  majoiity  are  met 
with  in  children  of  less  than  four  years— an  age  at  which, 
as  I  have  alreatly  told  you,  acute  rheumatism  is  abnost 
unknown.  The  pneumococcus  is  the  commonest  exciting 
caus«>  of  the  effusion,  and  the  pericarditis  is  usually  only 
an  incident  in  a  general  pneuuKMJoccal  .septicaemia  which 
has  followed  upon  an  attack  of  pmumoi^  ;  and  an  empyema 
or  pneumococcal  peritonitk  commonly  occurs  atong  with 
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the  perioarditt8 .  Ver\'  rarely  has  one  to  deal  w  i  t  h  a  primary 
pyocardium  in  wliic  h  tlicn>  is  no  suppuration  el)*ewhere. 

The  following,  is  an  t'xanipic  of  such  a  case  : 

A  I'oiiiiilo  cliiM.  fi^,'ht  months  old.  was  ;i<linittiil  to  liospital  with 
a  liistorv  ot  liuviii);  boon  takcMi  ivciit.'l.v  ill  ten  iliivs  pioviously  with 
voinitiiiic  aii<l  neiipnil  <listn>ss.  She  w  :i  u.  M  iiomislifd  hiihv.  lait 
lookfd  ill.  with  hibomcd  and  i;i|>id  ivspii alion.  :i  very  nipiil  imlw. 
and  slijrhi  cvunosis.  Tin-  t<'in|H  iatiir<-  was  noiinal.  on  cxaniinii- 
tioii,  tlu^  an'a  ol  suiK-iticial  hi^ait  diihit  ss  was  IihiimI  to  extend  up 
m  high  UH  the  scM  ond  left  costal  <  iUtiliiKt'.  and  oiitwaids  I.eyoiid  th« 
maiiiniurv  line.  JieHiiitunve  oh  pen  inoiioii  on  r  the  haul  n  nn  miiiLedlii 
increased.  'I  he  sounds  were  very  feehly  heard,  and  tlien^  wus  no 
friction  sonntl.  The  lunsrs  were  dear.  On  examination  ot  t\u' 
ahdonien.  the  left  lobe  of  tlie  liver  was  found  to  be  inislu  d  ilown 
to  a  considerablo  extent. 

A  tlia;rnosiH  of  pericardial  ctTusiori  was  made,  and  a   -die.  in- 

Hortcd  just  outside  the  apex-beat,  drew  ott"  pus.  I'mler  an  anajs- 
thetio  the  |)erieardiuin  was  incised  close  to  the  left  edge  of  the 
stemtuii.  and  1 2  oiinees  of  pus  evacuated,  which  mntaiBfld  na»eroa<* 
IJraiii-positive  lanceolate  diploem-ei. 

ITie  patient  was  jjreatlv  relieved  at  .iist,  and  the  wound  tlis- 
ehareed  freely,  but  on  the  fourth  day  the  tenijierature  row?,  and  the 
child  Kuddenljr  collapsed  without  ai»paie.iit  reason.  At  the  autopsy 
some  mmem  of  porolent  Iviuph  were  found  in  the  perteardium,  but 
aS  the  other  erganii  were  mmtfay. 

Theca«ie  I  have  just  qw»ted  illuatrateB  very  well  the  <  liivf 
signs  by  wiiich  you  will  m-ogni/e  the  existence  of  pericardial 
eflfusion— viz..  c.xtcttsion  of  the  area  of  heart  dulness  in 
every  direction,  but  especially  upwards,  with  increased 
resistance  on  percussion  ;  feeble  or  alisent  heart  s<tunds  and 
displacement  downwards  of  the  left  lobe  of  tl>e  liver.  If 
there  be— as  there  unfortunately  often  is— .sonte  consoliilu- 
ti*»n  of  the  left  lung  or  a  left-sided  empyema,  the  diagnosis 
is  ntuch  more  difficult,  and  may,  indeed,  be  almost  intpos- 
sible.    In  such  a  case  the  use  of  the  X  ray.s  may  help. 
Except  for  purposes  of  prognosis,  however,  the  establish- 
ment of  the  diagnosis  is  of  doubtful  advantage  to  your 
patient  except  in  those  very  rare  cases,  such  as  the  one 
described,  wlu  re  the  pyo-pericardium  is  the  sole  lesion,  and 
where,  if  the  diagnoHis  be  made  in  time,  there  is  at  least  a 
chance  of  saving  the  child  by  operation.     In  those  un- 
fortunately far  more  numerous  instances  in  which  there 
are  f«Hi  of  suppuration  elsewhere,  and  in  which  there  has 
been  a  general  pneum<K-oceal  infection,  or  in  which  there 
is  an  empyema  or  extensive  pneumonia,  you  will  ffttcly 
be  able  to  <lo  much  Ut  help  the  patient. 
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THE  BLOOD  DISORDERS  OF  lARLT  UTR 

(Jkntlkmkn, — I  netnl  not  emphasize  the  importance  of 
healthy  blood  to  a  young  child.  The  blood  is  the  mediom 
by  which  all  the  proomses  of  nutrition  are  carried  on,  and 
if  it  is  deficient  in  any  respect  growth  and  development 
must  inevitably  suffer.  For  it  is  not  a  matter  of  indiffer- 
ence whether,  dttring  the  Marly  years  of  exwtenoe,  when  the 
tissues  are  as  wax,  to  he  moulded  in  one  direction  or  anf)ther, 
tlie  l  ells  are  bathed  in  rich  blood  or  in  a  poor  and  watery 
substitute  for  it.  Throughout  the  whole  of  life  the  body 
may  exhibit  a  bias  towards  health  and  strength  or  towwds 
delicacy  and  feebleness,  accf)rding  as  the  blood  was  normal 
or  not  throughout  these  impressionable  years.  You  will 
readily  understand,  thwefore,  how  import«nt  it  is  that  yoa 
should  become  acquainted  with  the  chief  causes  of  ana-mia 
in  infancy  in  order  that  you  may  be  in  a  position  to  do  all 
that  you  can  towards  warding  them  off. 

FORMATION  OP  THK  BL()<»I)  IN  INFANCY  AND  ITS 
PECULlAfilTlES. 

Before  proceeding  further,  however,  it  is  necessary  that 
you  shouhl  be  made  acquainted  with  the  peculiarities  of 
the  blood  in  early  life  and  its  mode  of  formatron. 

The  infant  embarks  upon  his  extra-uterine  career  pos- 
sessed of  a  number  ol  red  cells  .  onsiderably  in  excess  of  that 
of  the  adult,  the  t()tal  being  about  5J  millions  per  cubic 
mitlintetn*.  The  anrount  of  tem^^^n  »«  proportionately 
high,  being  about  llOpercent.  The  menninn  of  ( ,iis  surplus 
of  red  celk  and  hsemoglobin  1  cannot  discuss  with  you  now, 
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but  I  would  only  point  out  that  it  is  very  stert-lived,  and 
by  the  end  of  liiV  second  week  the  adult  figtire  of  5,000,000 
red  cells  is  reached,  and  persists  tlirougliout  life.  The 
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DlAOBAM  10.— PBOFOBIION  OF  HvEHOOLOBIN  AND  BKD  CoEPUSCLES 
THROUGHODT  IkFAHCT. 

hamoglobin  falls  even  more  markedly,  and  the  fall  continues 
after  that  of  the  red  cells  has  ceased,  till  by  the  sixth  month 
the  normal  percentage  for  infancy  (70  per  cent.)  is  reached. 
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Ltxthoctixs. 

This  low  figure  persists  till  the  second  year,  when  a  gradual 
rise  makes  it»  aj^pearance,  and  continues  till  about  the  age 
of  puberty. 

The  rapid  reduction  in  the  red  cells  and  hjemnglobin  in 
the  e«^  weeks  of  life  has  this  sjpeciftl  clinical  int^est,  that 
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it  \h  probably  the  cause  of  that  familiar  phenomenon,  ioterof 
PfonatftT«"«i  the  products  of  destruction <rf  tlie  redoOT]^le« 
rendering  the  bile  •©  TiMldaifct  it  stagnfttMia  tb»ttf«r,  Mid 

is  reabsorbed,  with  consequent  jaundice. 

In  infancy,  as  in  the  adult,  the  red  cells  are  formed  ex- 
clusively in  the  red  bone-ra«rrow.  The  istoBl  ol  tb«  rtd 

nunow  iK  very  different,  however,  in  the  two  cases.  In  the 
young  child  the  marrow  in  rod  throughoiit  the  whole  length 
of  the  long  bones,  and  it  is  only  as  the  growth  of  the  bones 
becomet  completed  th»t  it  retreats  to  their  extremities, 
which  are  the  only  parts  of  the  long  Ix.ne  in  which  such 
marrow  is  found  in  the  adult.   One  consequence  of  this 
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Lam,  (Afteii  Oabstjinjbn.) 

must  be  that  the  child  has  no  great  rwerve  capacity  to  tfxm 
red  cells  as  the  adult  has,  for  there  is  no  yellow  marrow  for 
the  red  to  encroach  upon  when  a  greater  demand  for  (•<  doured 
corpuscles  arises.  Some  of  the  results  at  this  we  shall  see 
later.  The  whitt  cells  in  the  child  resemble  closely  in  their 
histological  characters  the  corresponding  cells  of  adult  life, 
but  differ  markedly  in  their  relative  and  absolute  numbers. 

The  total  number  of  white  cells  in  the  blood  at  birth  is 
about  15,000  per  cubic  millimetre  ;  by  the  end  of  the  first 
year  it  has  sunk  to  about  14,000,  by  the  second  year  to 
12,000,  and  by  the  third  to  10,000,  after  which  the  decline 
goes  on  steadily  till  the  usual  adult  figure  of  7.500  is  reached. 
Now,  what  I  wish  to  emphasize  is  that,  with  the  exception 
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of  ft  traiwient  polynuclear  leucocytt.sis  ulii*  h  hc<\>  in  jiwt 
rtftt  r  liii  ih,  tho  rxVrss  o'"  whhv  vvW-^  tlu<»\jj(;hout  infancy  is 
due  tu  a  large  absolute  uamber  ol  lymphoerttl.  Vou  will 
remember  thftt  these  celb  are  derived  from  the  adenoid  tissue 
scattered  throutliout  lif>  body,  sm-h  as  the  thymus.  lynii»h 
glands.  Pcvt  r's  patches,  and  Malpigbian  corposcU's  «»f  tUv 
pplecn,  ami  their  excess  in  the  Ifeod  imikates  a  high  degree 
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pU^Omj,    13.— r>IH  KUKNTI  AI.    I'KKCKM  A<iE    <  '()l!NTS    DUaiMO  tWt 
FmST  FoBTNIGIlT.     (AFTER  ('ARSTANJEN.) 

<.|  artivity  of  th«>  adenoid  tisMic  thrnugiiotit  tli<>  period 
of  iiifaiuy.  VVIiatthemeaningol  this  a^ttivityot  the  adenoid 
tissue  is  it  is  difficult  to  be  quite  sure,  but  it  is  probaMy 
a.ssooiated  in  sonu"  way  with  growth  and  nutrition  ;  and 
anytlung  wJiicli  interferes  witli  the  nutrition  of  the  child 
seems  to  lead  to  a  still  greater  degree  *»f  activity  of  this  tissue, 
and  consequently  to  an  even  more  proiwunced  lympho- 
cytosu  in  the  Mood. 
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To  Slim  up,  then,  th«  iMding  oliMMtoriiUof  ol  the  Wood 
in  inUnoy  ^re  it«  poverty  In  h«iK«k>bin  Mid  A»  Iwfo 

number  of  IrwphocytfM  which  it  contains,  and  thf.st-  two 
facts  must  ahvays  Ih'  takni  into  (-(.nsidrration  when  you  aio 
tiying  t«>  interpret  the  nieuning  of  any  '  blood  picturts '  ill 
amemic  comlilionB  ci  ohikUiood. 

VARIETIES  OP  AN-«MIA. 

Afl.T  these  prelimiiiai  v  remarks  1  may  pass  on  to eonsider 
the  I  liiii(al  vari<!tieH  of  aiueniia  met  with  in  children.  At 
the  outset  we  are  met  with  the  diffleolty  d  dswWoatloil. 
It  w  very  probabte— indeed,  almost  certain— that  an«mia 
is  aluavs  symptomatic— i.e.,  is  the  result  of  some  cause 
which  produces  increased  destruction  of  blood  or  interferes 
with  its  formation— but  we  do  not  yet  know  what  these 
e»aMa  are  in  every  ease,  and  so,  f«r  convenience  of  descrip- 
tion. I  propose  to'deal  with  the  Mood  disorders  of  early  life 
under  the  following  heads  :  (1)  Congenital  abnormaUties  of 
the  bhwcl ;  (2)  primary  amsmias— e  sf.,  pernicious  an«m» 
and  chlorosis  ;  (3)  se<>on«lary  aiKeinias  ;  (4)  anamia  asso- 
ciated with  enlarged  spleen  ;  (6)  leukaemias  ;  (6)  affections  of 
the  adenoid  tissue. 

1.  CONOKNITAL  ABKOMfAUTIM  0»  IHB  BlOOD. 

Every  now  and  then  yon  wiU  meet  with  chfldren  who  are 
said  to  have  been  pale  siiK  («  birth,  »ttd  on  examination  you 
discover  nothing  but  a  more  or  less  marked  general  anajmia. 
1  thitdc  you  will  find  that  in  a  considerable  proportion  of 
Oese  oases  the  child  is  a  twin,  ami  I  wish  to  lay  some  stress 
upon  the  tendency  of  twins  to  suffer  from  anu-mui.  It  would 
seem  as  if  the  mother  was  sometimes  unable  to  supply  enough 
iron  to  provMe  for  the  ^oper  formation  of  blood  in  bolh 
twins,  and  one  or  other  has  to  go  short ,  with  the  consequence 
that  aniemia  results.  The  administration  of  iron  by  the 
mouth  may  speedily  improve  matters  in  siMjh  a  case,  bnt 
M»aetime8  itfalb,  and  the  condition  may  even  prove  fatal. 
When  that  hai^pens  I  am  inclined  to  think  tlmt  there  may 
acinally  l>e  a  congenital  defect  of  the  marrow  present,  which 
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renders  it  incapable  of  forming  blood  in  sufficient  amount. 
Exactly  the  opposite  state  of  things  to  this  is  found  in 
congenital  cyanosis  siu  h  as  occurs  most  conspicuously  in 
congenital  heart  lesions.  Some  of  you  may  have  seen  a 
baby  which  was  shown  lately  at  our  Medical  Society,  and 
which  was  the  subject  of  congenital  pulmonary  stenosis  w  ith 
extreme  cyanosis.  The  red  cells  in  that  case  numbered  no 
less  than  8,000,000  per  cubic  miUimetre,  and  the  haemoglobin 
amounted  to  110  per  cent.  The  rea.son  for  the  excess  of  red 
cells  in  these  eases  has  not  been  satisfactorily  explained, 
though  there  are  many  hypothe-es  about  it.  but  it  may,  per- 
haps, be  an  attempt  to  meet  the  difficulty  of  oxidation. 
Post-mortem  examination  in  such  cases  shows  that  the 
blood-forming  organs  are  all  in  a  state  of  extreme  activity, 
and  that  tlie  foetal  method  of  intracapillary  red-cell  forma- 
tion persists  to  a  lai^e  extent. 

2.  Trs  Pbimaby  Anosmias. 

In  adults  the  two  chief  forms  of  so-called  "  primary  ' 
anremia  are  ch'orosis  and  pernicious  anaemia.  Of  the  latter 
I  would  only  say  that  it  is  for  some  reason  or  other  ex- 
tremely rare  in  childhood,  and  is  i»'aeticaUy  never  met  with 
at  all  during  infancy.  Tiiat  is  a  fact  to  bear  in  mind  in 
diagnosis.  Chlorotic  aneemias,  on  the  other  hand,  are  not 
uncommonly  seen  in  early  life.  The  best  examples  of  them 
I  have  seen  have  been  in  rickety  children  who  have  been 
fed  on  a  diet  containing  an  insufficient  quantity  of  protein 
and  iron,  both  of  which  are  so  essential  for  healtliy  blood- 
formation,  or  in  older  children  who  have  not  been  supplied 
with  a  sufficient  amount  of  animal  foi  d.  Here  is  an 
example  :  A  girl  of  three  years  had  been  fed  on  the  breast 
till  she  was  eighteen  months  old ;  since  then  she  had  been 
rickety.  She  had  a  chlorotic  complexion,  a  palpable  spleen, 
and  loud  luemic  murmurs.  The  red  cells  numbered 
5,000,000,  tl»e  white  13,000,  whilst  the  hannoglobin  was  only 
31  per  cent.  Under  full  diet  and  iron  in  large  doses  the 
ha'inoglobii)  ro.se  in  six  weeks  to  (>2  per  cent.,  which  is  little 
H.hor!  of  the  normal  at  this  time  of  life. 

Tliat  too  prolonged  nursing  leads  almost  inevitably  to 
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anaemia  I  have  no  doubt  at  all,  ami  the  explanation  of  the 
fact  is  probably  to  be  found  in  the  poverty  of  iron  in  human 
milk.  You  must  never  foi^et  that  the  infant  does  not 
depend  b\-  any  means  entirely  upon  the  iron  in  his  diet 
for  the  supply  of  that  metal  necessary  to  the  formation  of 
blood.  A  considerable  proportion  of  it  is  derived  from  the 
storehouse  of  iron  in  thv  liver  with  which  every  child  enters 
the  world.  About  the  end  of  the  natural  period  of  nursing, 
however,  this  sttnre  gets  exhausted,  and  if  the  diet  is  then 
poor  in  salts  of  iron  anaemia  results. 

3.  The  Secoxdaay  Asmmias. 

1  have  already  said  that  it  is  probable  that  some  day  we 
shall  regard  all  anaemias  as  being  really  secondary  in  origin  ; 
meanwhile,  however,  it  is  well  to  reserve  that  term  for 
those  cases  in  which  poverty  of  blood  comes  on  as  a  direct 
consequence  of  some  illness  or  debilitating  c(  udition.  Now, 
it  would  appear  that  the  blood  of  the  infant  is  peculiarly 
'  vulnerable  ' — that  is  to  say,  it  undergoes  destruction  more 
readily  than  that  of  the  adult,  and  so  you  will  not  be  sur- 
prised to  hear  that  secondary  anaemia  is  a  very  common 
occurrence  in  early  life.  The  production  of  secondary 
ansemia  at  this  period  is,  no  doubt,  aided  by  the  small 
reserve  power  of  blood-formation  w  hich  the  infant  possesses, 
owing  to  the  complete  filling  of  the  bone  marrow  by  red 
cell-forming  tissue  even  under  normal  conditions.  To  this, 
however,  I  have  already  referred. 

It  is  hardly  necessary  to  point  out  that  the  possible 
eautes  ol  secondary  ansemia  in  childhood  are  exceedingly 
numerous  ;  any  condition  adverse  to  the  general  health 
of  the  child  might,  indeed,  be  fairly  brought  within  the 
limits  of  such  a  category.  For  practical  purposes,  however, 
I  would  ask  you  to  bear  in  mind  that  the  most  potent  causes 
of  secondary  anaemia  in  childhood  are  these  :  (I)  Chronic 
gastro-intestinal disturbance  ;  (2)  the  toxins  of  acute  infective 
diseases  ;  (3)  '  cachexias  '  of  various  sorts,  notably  eon- 
genital  syphilis  and  tuberculosis. 

That  anremia  is  apt  to  result  from  chronic  catarrh  of  the 
stomach  and  bowels  is  well  known.   There  are  probably 
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several  causes  at  work  in  its  production  in  such  a 

case.  Diarrlioea  leads  to  deficient  absorption  and  an  in- 
adequate supply  of  the  materials  from  »viucli  the  blood  is 
built  up.  In  addition  to  this  it  is  probable  that  toxic 
substances  are  absorbed  from  the  alimentary  canal  in 
such  a  case,  possibly  the  products  of  the  growth  of  an 
abnormal  intestinal  flora,  which  directly  lead  to  blood 
destruction. 

Of  the  inlectiTe  ttmt  as  causes  of  anjemia  two  stand  out 
with  great  ])rominence  ;  one  is  diphtheria,  the  other  acute 
rheumatism.  The  latter,  indeed,  leads  to  such  rapid 
destruction  of  Wood  that  one  would  abnost  be  justified  in 
speaking  of  a  '  rheumatic  antcmia.'  It  is  especially,  I  think, 
when  rheumatism  lays  hold  of  the  heart  that  severe  ana;mia 
is  apt  to  supervene.  Whe?.  going  round  the  wards,  for 
instance,  one  is  often  struck  by  the  sudden  supervention 
of  marked  pallor  in  a  child  with  acute  rheumatism,  who 
has  hitherto  been  going  on  well,  and  on  examining  the  heart 
in  such  a  case  one  will  often  find  that  endocarditis  or 
pericarditis  has  made  its  appearance.  The  moral  of  this 
is  that  you  should  always  remember  to  put  your  rlieu- 
matic  cases  through  a  thorough  course  of  iron  during  their 
convalescence. 

Of  the  cachectic  conditions  whidi  lend  to  lead  to  secondary 
anaemia  I  would  specially  mention  congenital  syphilis,  in 
which  blood  destruction  may  attain  a  high  degree .  Mercinry 
in  such  a  case  may  actuary  produce  the  effects  of  a  ha^ma- 
tinic.  Tuberculosis,  too,  is  a  potent  destrojer  of  tlie  blood, 
especially,  I  think,  when  it  affects  the  alimentary  canal, 
and  I  have  often  seen  cases  of  severe  and  uneiqslained 
aneemia  in  which  extensive  tuberculous  ulceration  of  the 
bowel  was  found  at  the  necropsy. 

No  matter  how  a  secondary  anaemia  is  produced,  the 
changes  in  the  blood  are  the  .same,  and  depend  more  upon 
the  potency  of  the  destructive  influence  than  upon  its 
nature.  The  haemoglobin  always  seems  to  suffer  first,  and 
so  in  the  mildest  d^ees  one  finds  merely  a  chlorotic  type 
of  blood.  In  the  severer  forms  the  red  cells  are  also  reduced 
in  nvnuber,  antl  max  show  some  inequality  of  size  and 
irregularity  in  shape  (poikilocytosis),  whibt  in  the  most 
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severe  degrees  of  all,  and  espeoiall.x-  if  the  general  nutrition 
suffers,  an  increased  number  of  lymphocytes  appears  in 
the  blood-stream  (lymphocytosis). 

4.  AnsXmAS  ASSOOTATBD  WITH  EnLABOSMSNT  OF  THB 

Sflbbn. 

From  time  to  time  cases  will  be  brought  to  you  of 
which  the  following  may  serve  as  a  fairly  typical 
example  : 

The  child  is  somewhere  between  one  and  two  years  old. 
At  the  first  glance  you  are  struck  by  the  creamy  tint  of  the 
skin  and  the  pallor  of  the  mucous  membranes.  Proceeding 
to  your  physical  examination,  \ou  make  out  the  signs  of 
more  or  less  pronounced  rickets,  and  on  passing  your  hand 
over  the  head  you  will  probably  be  struck  by  the  presence 
of  frontal  and  parietal  bosses  (the  so-called  hot-cross-bun 
head).  On  proceeding  to  palpate  the  abdomen  you  come 
at  once  upon  an  enlarged  spleen,  which  may  extend  d<nvn 
to  or  even  ;^omewhat  beyoiul  the  umbilicus.  The  liver 
also  you  find  to  be  notably  enlarged,  and  the  superficial 
lymph  nodes  may  be  pa!^  able  (see  Rrontispiece), 

On  auscultation  of  the  heart  you  detect  hfpmic  Tuurmurs. 
and  there  may  perhaps  be  some  moist  sounds  at  the  bases 
of  the  lungs.  When  you  come  to  examine  the  blood  you 
find  that  it  exhiU<«  great  poverty  in  haemoglobin,  along 
with  a  more  or  lesr  pronounced  diminution  in  the  number  of 
red  cells.  The  white  cells,  on  the  other  hand,  are  increased, 
often  very  markedly  so,  the  increase  affecting  chiefly  the 
lymphocytes.  Stained  films  show  that  the  red  cells  are 
unequal  in  size,  and  more  or  less  irregular  in  shape,  and 
that  a  considerable  number  of  them  are  nucleated,  whilst 
on  examining  the  white  cells  more  minutely  yon  are  Bt^nck 
by  the  fact  that  'large  lymphocytes'  are  numerow,  and 
that  you  can  often  see  a  considerable  number  of  typical 
mj-elocytes. 

Such  cases  as  this  you  will  &ai  described  in  the  text- 
books by  different  names.  Sonic  people  speak  of  them  as 
cases  of  '  splenic  anaemia  ol  itlancy,'  others  as  '  pseudo- 
Itidmi^  iabtttaa  ^  Von  Jaloseb.'  I  propose  to  acb>f»t 
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the  former  term,  for  the  word  '  pseudo-leuksemia  *  is  one 
fraught  with  much  possibility  of  cotif nsion.  but  I  would 
only  remind  you  that  you  must  not  suppose  that  they  have 
anything  at  all  to  do  with  the  so-called  splenic  anaemia 
which  you  are  familiar  with  in  the  case  of  adults.    On  the 
contrary,  the  two  diseases  are  totally  distinct.    There  has 
been  much  discussion  as  to  the  true  nature  of  this  disease, 
but  there  would  be  no  n*i*»  in  my  attempting  to  enumerate 
the  diflferent  theories  whii  ii  have  l)ccn  held  in  regard  to  it. 
You  need  only  know  that  there  are  at  present  two  chief 
ways  of  looking  at  it.   According  to  one  school  it  is  merely 
a  secondary  anaemia,  whilst  according  to  the  other  it  is  a 
special  form  of  ana'inia  pecidiar  to  infancy — a  disease,  in 
short,  sui  generis     As  to  the  primary  disease  to  which 
splenic  anaemia  is  supposed  to  be  secondary  there  is  no 
universal  agreement.    Some  have  attril)ute(l  it  to  rickets, 
others  to  congenital  syphilis.    That  the  former  condition 
is  almost  invariably  present  all  observers  are  agreed,  but 
to  regard  it  as  the  cause  of  splenic  anaemia  is  a  totally 
different  affair.    All  the  evidence,  indeed,  points  rather  in 
the  direction  of  both  the  rickets  and  the  anaemia  being  the 
result  of  some  conini  .n  cause.   The  view  that  congenital 
syphihs  is  the  causal  factor  is  at  once  disposed  of  by  the 
fact  that  in  fully  half  the  cases  no  evidence  of  such  disease 
can  be  found.    The  opinion  that  the  splenic  anaemia  of 
infancy  is  a  disease  sui  generis  has  much  to  commend  it, 
but  hitherto  no  real  light  has  been  thrown  upon  its  etio- 
logical factors.    Home  have  attributed  it  to  the  absorption 
of  a  toxin  of  intestinal  )rigin  which  exercises  a  destructive 
efect  upon  the  blood,  but  against  this  is  the  fr.ct  that  in 
quite  a  large  immber  of  the  cases  there  is  no  evidence  of 
any  gastro-intestinal  disorder.  There,  I  fear,  1  must  leave 
the  matter,  only  saying  that  my  own  view  is  that  although 
this  disease  is  almost  undoubtedly  secondary  in  the  sense 
of  being  the  result  of  the  action  of  some  destructive  in- 
fluence on  the  blood,  yet  we  are  still  quite  in  the  dark 
as  io  what  this  destructive  influence  may  be.    It  is 
probably,  however,  a  specific  agent  of  some  sort,  and 
in  so  far  che  disease  may  fairly  be  regarded  as  one  sui 
generis. 


Fig.  64. 
head  bossino. 
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You  will  have  no  difficulty  in  the  fiagiMNrii  of  thin  form 

of  aiiiiMiiia.    Yi.ur  troubteti  will  arwe  when  you  conu-  to 
the  question  of  prognosis.   Here  1  should  advise  you  to  be 
guided  by  the  characters  of  the  blood.   The  greater  the 
degree  of  leucncytosiH  and,  in  parUoolM,  the  larger  the 
number  of  myeloeytes  present,  tlie  more  grave  rnu.-,t  the 
case  hv  regardcil.    Remember,  however,  that  quite  a  num- 
ber recover,  though  the  duration  is  always  on©  of  months, 
and  many  exhibit  for  years  a  large  spteen.  which  is  left 
l)ehind,  lii<jli  aTid  dry,  as  it  were,  after  the  anaemia  has  quite 
disappeared.    What  \<)u  have  most  to  dread  is  the  super- 
vention of  intercurrent  disewie,  particularly  «)f  broncho- 
pneumonia.  by  which,  indeed,  the  fatal  result,  if  it  ensues, 
is  usually  brought  about.    In  older  children — usually  about 
or  some  time  after  the  second  dentition — you  will  some- 
times meet  with  great  enlargement  of  the  spleen,  with  or 
w  ithout  some  degree  of  ana>mia.    A  feir  of  these  cases  may 
be  examples  of  splenic  anse  lia  ot  the  adult  type,  but  a 
greater  numba*  are  the  resulv  <tf  eongenital  lyphilii,  and 
you  should  tliercfore  always  .  lake  a  point  of  inquiring 
carefully  into  the  history  of  such  cases,  and  of  looking  for 
other  signs  of  inherited  speci^'j  disease.   Hodgkin's  disease 
may  also  be  attended  by  great  splenic  eidargement,  but 
the  coexistence  of  glandular  swellings  should  keep  you 
right. 

Of  othw  eaoMt  <tf  oAoiie  mttu&mmt  in  childhood,  siKsh 

as  Bovaird's  '  spleno-megalie  primitive,'  lymphosarcoma  of 
the  spleen,  primary  splenic  tuberculosis,  and  the  enlarge- 
ments associated  with  waxy  disease  and  ulcerative  endo- 
carditis, I  do  not  propose  to  speak,  for  they  either  belong 
to  the  extreme  rarities  of  medicine,  or  are  dealt  with  in  the 
ordinary  medical  text-books. 

5.  LBTTKiianA  TS  Childhood. 
There  are,  as  you  know,  two  chief  forms  of  leukaemia  : 
(1)  the  myeloid,  in  which  cells  of  the  bone-marrow  tj-pe  enter 
the  blood-stream  ;  (2)  the  lymphatic,  in  which  the  blood  gets 
flooded  with  an  excess  of  lymphocytes.  'he  former 

of  these  is,  like  pernicious  ana;mia,  almost  uiiknown  in  early 
childhood  in  the  form  in  which  it  is  usually  met  with  in  tlw 
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ftdult.*  Why  this  should  Iw  I  d"  imt  know,  Imt  if  y«»u  st  arch 
through  thp'Hterfttnro  of  the  suhject  yoti  will  wareely  find 

n  >uv.'l  ( iix'  of  jiciiiiiiic  chronic  myeloid  leukeemia  in  child- 
hood on  record.  It  will  ix'  well  to  heir  tliis  simple  fact  in 
mind  if  ever  you  feel  inclined  to  make  a  diagnosis  of  myeloid 
loukspmia  in  a  child . 

Lymphatic  leukaemia,  on  the  other  liand.  is  l.y  no  meann 
very  uncommon  in  quite  early  life,  though  it  is  probable 
that  it  is  still  often  overlooked.  Canes  will  present  them- 
selves to  you  in  three  chief  foi  ins  : 

(1)  Those  wiiicli  exliihit  profound  ana?mia  with  general 
glandular  enlargenxent  and  a  lueniorrhagic  tendency  in  the 
later  stages . 

(2)  These  in  whicli  the  fomhMicy  to  hn>morrha<;c  is  ex- 
hibited from  the  outset,  so  that  the  ease  resenibles  one  ot 
infective  purpura. 

(3)  Pseudo-scorbutic  uses,  in  which  lesions  in  the  buccal 
cavity  (spongy  f,'ums,  ulcerative  stomatitis,  etc.)  are  the 
most  striking  feature. 

The  spleen  is  enlarged  in  most,  but  by  no  means  in  all,  of 
these  cases,  and  it  rarely  attains  the  size  that  it  docs  i  i 
splenic  anaemia.  The  glands  also  are  not  invariably  en- 
larged, and  are  often  little  more  than  easily  palpable.  The 
mistake  you  are  most  likely  to  make  is  in  regarding  such 
cases  as  examples  of  ])urpura  on  the  one  hand,  or  of  scurvy 
on  the  other.  1  remember  going  round  the  wards  here  on 
one  occasion  and  finding  a  child,  recently  admitted,  who 
was  suffering  from  profuse  bleeding  from  the  gums  and 
foetid  ulceration  of  the  buccal  cavity  generally.  By  the 
bedside  stood  a  bottle  of  lime-juice,  and  I  was  told  that 
the  child  was  suffering  from  scurvy.  On  examining  a  blood- 
film,  however,  there  was  found  to  be  an  enormous  increase 
of  the  lymphocytes,  which  at  once  made  it  clear  that  the 
case  was  one  of  lymphatic  leukeemia.  In  any  doubtful 
case,  then,  examine  the  blood  at  once,  and  y<m  will  avoid 
error.    There  is  only  one  thing  I  would  warn  you  of.  and 

*  Acule  myeloid  IcuktEiuia  is  prohiiltly  coitmioiicr  in  childhood 
than  has  hitlicito  been  supposed,  but  cliiiiciilly  it  is  idcMitical  in  its 
symptoms  and  course  with  acute  lymj)hatic  lcuk:i'nii:i.  aud  can  only 
\  e  (iistinguislied  by  a  careful  examination  ot  stained  fihits.  whiwi 
ghow  the  characteristic  myeloblasts  in  large  numbers. 
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that  is  tiMt  you  must  not  expect  to  find  th»t  thete  w  in- 

viiriiibly  AtlcAsolutf  i  ncreace  in  the  nutnlt«  r  <  -f  white  ror piiseloH 
ill  tJicsc  caseH.  What  y>  n  will  always  find,  howi  ver,  is  that 
the  lymphocytes  are  relatively  greatly  in  esceM — u»t»By 
nttnbnring  upwards  of  90  per  e«t.     the  total  wWte  cdb 

present . 

Closely  allied  to  lyiiiphntic  leuksemia  is  the  disease  termed 
ddPfMM.  This  is  a  rare  ooi^ition,  of  which  ^on  may 
never  meet  with  an  (>xaniple,  although  it  does  occasionally 
occur,  even  in  quite  litt'e  children.  It  has  the  same  blood- 
pkture  as  lymphatic  leukaemia,  hut  differs  from  it  in  ♦^at 
Loal  tumours  develop,  often  in  the  periosteum  of  the  ^  •  s 
of  the  slcull  and  about  the  orbit,  so  that  the  eyes  m.  :'^e 
out.  These  tumours  have  on  section  a  peculiar  green*,  iour, 
the  cTact  cause  of  which  is  still  disputed,  and  from  which 
the  dise.t.se  derives  its  name.  If  you  remember  the  existent  e 
of  the  disease  and  take  eare  to  examine  the  blood,  you  are  not 
likely  to  miss  it  if  ever  a  ease  should  chance  to  come  under 
yourobe<»T»tion.  (kdinwy  secondary  sarcomatous  deposits 
may  produce  similar  tumours  about  the  head  and  orbits, 
and  I  have  also  known  haemorrhage  into  the  orbit  from 
scurvy  simulate  it  pretty  closely,  but  neither  of  thne 
exhibit  the  great  degree  oi  lym]Aocyto^  which  facharaotCT- 
istic  of  chloroma. 

6.  Ammcm  ov  As  Tmsum. 

The  great  extent  and  ai  tivitv  1  the  adenoid  tissue  in 
early  childhood  seem  to  leiider  it  peculiarly  liable  to  become 
the  seat  of  pathf>'«gical  pr  esses.  Of  the  local  colteetions 
of  this  tissue  th^  >.ymu8  is  »  y  far  the  mosi  .mportant.  I 
cannot  deal  fully  with  the  diseases  of  the  thymus,  nor  are 
they,  indeed,  of  much  clinical  interest,  but  I  wish  to  speak 
hrieffy  <rf  its  hypertrophy.  We  have,  unfortunately,  no 
very  accurate  criterion  of  what  the  normal  weight  of  the 
thymus  should  be.  All  we  know  is  that  it  attains  its 
maximum  weight  relative  to  that  of  the  body  as  a  whole  at 
birth,  after  whkh  it  slowly  declines  till  about  the  second 
or  third  year,  when  it  begins  to  atrophy  with  increasing 
rapidity.  If,  however,  you  take  the  trouble  to  weigh  the 
thymus  in  many  infants  of  the  same  age  you  will  feid  tiiat 
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it  varies  voiy  greatly,  antl  without,  apparently,  any  special 
reason.  Stu  li.  at  all  events,  has  been  our  experienee  here, 
ami  the  same  tiling  has  been  found  by  all  those  who  have 
given  attention  to  the  subject.  Notwithstanding  this 
normal  variability,  you  w  ill  meet  every  now  and  then  with 
cases  in  which  the  thymus  is  obviously  hypertrophied, 
and  sometimes  very  markedly  so.  I  cannot  promise  that 
you  w  ill  be  able  to  reeognize  such  eases  clinically,  for  the 
only  sign  ;hey  exhibit  is  an  increased  dulness  behind  the 
manubrium  of  the  sternum,  and  that  mny  be  produced  by 
other  causes,  such  as  enlarged  bronchial  glands.  More 
commonly  such  cases  are  only  recognized  on  the  posi- 
mortem  table,  and  you  will  find  that  almost  invariably  they 
have  been  cases  in  which  death  has  occurred  suddenly  and 
w' thout  apparent  cause,  and  often  in  otherwise  very  healthy- 
looking  infants.  To  such  cases  the  term  status  thymicus 
or  status  lymphaticus  is  applied,  or  they  are  spoken  of  as 
instances  of  'thymic  '  death.  Great  mystery-  attaches  to 
the  cause  of  the  fatal  result  in  these  children,  and  many 
theories  have  been  propoundecl  to  account  for  it .  According 
to  one  set  of  writers  the  enlarged  tliymus  acts  mechanically, 
by  direct  pressure  upon  the  trachea  or  upon  the  nerves  in 
the  chest.  Others  hold  that  the  hypertrophy  of  the  thymus 
in  such  cases  is  merely  a  part. of  a  general  overgrowth  of 
lymphoid  tissue,  which  is  accompanied  by  a  hypoplasia  of 
the  large  vessels,  which  results  in  a  general  feebleness  of 
resistance,  so  that  death  may  ensue  upon  quite  trivial  provo- 
cation. Which  view  is  right  I  am  quite  unable  to  tell  you, 
but  you  should  bear  the  condition  in  mind,  for  it  is  some- 
times of  medico-legal  iin})i)rtance.  Some  cases  of  supposed 
'overlying.'  for  instance,  may  really  be  due  to  this  cause. 

Of  diseases  s[)ecially  affecting  the  glands  in  early  life  I 
wouhl  mention  infective  processes,  such  as  tuberculosis, 
Hodgkin's  disease  (which  is  probably  also  a  ehronic  in- 
fection), and  malignant  processes  such  as  lymphosarcoma. 
Of  these  I  do  not  need  to  speak  in  detail,  for  they  are  dealt 
with  in  every  text-book  of  medicine.  This  oidy  T  would 
.say  :  that  the  distinc  tion  between  Hodgkin's  disease  and 
chroiuc  multiple  glandular  tuberculosis  is,  clinically  speaking, 
a  matter  of  the  greatest  difficulty,  and  often,  I  betieve,  an 
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impossibility.  Xor  is  the  distinction  one  of  much  practical 
importance^  for  the  course  and  result  of  the  two  processes 
is  identical.  T^ie  blood  is  the  only  diagnostic  criterion  of 
any  value.  A  polynuclear  leucocytosis  is,  in  the  absence 
of  any  intercurrent  pyrexial  disease,  in  favour  of  a  diagnosis 
of  tuberculosis,  whereas  a  relative  increase  in  the  lym- 
phocytes speaks  rather  for  Ho<^kin.  But  this  distinction 
is  not  invariably  applicable. 

Treatment  of  the  Anjemias  of  Infancy. 

I  liiive  left  to  tlio  last  the  consideration  of  the  treatment 
of   the  anaemias  of  infancy  because  the  same  principles 
are  more  or  less  applicable  in  all  varteties.   The  first  thing 
to  be  done  is  to  ascertain  the  cause  if  you  can.  and.  having 
done  so,  to  remove  it.    If,  for  instance,  the  anaMiiia  be 
dependent  upon  a  syphilitic  cachexia,  you  must  administer 
mercury  ;  if  it  be  due  to  chronic  gastro-intestinal  dis- 
turbance, that  must  be  remedied  by  appropriate  feeding 
and  medicines.    In  all  cases  a  due  supply  of  fresh  air,  and 
particularly  of  sunlight,  is  a  great  aid  in  restoring  the  blood 
to  a  proper  condition.    You  will  often  require  to  increase 
the  amount  of  iron-containing  constituents  in  the  diet. 
Yolk  of  egg  is  one  of  the  best  foods  for  this  purpose,  for 
not  only  does  it  contain  organic  compounds  of  iron,  but 
the  lecithin  which  is  so  abundantly  present  in  it  is  also  a 
constituent  of  the  red  blood  corpuscles.    Oat  flour  and 
raw-meat  juice  are  also  important  iron-containing  foods. 
These  measures  are  of  greater  value  in  treatment  tlian  are 
drugs,  but  the  latter  can.  of  course,  give  you  great  help. 
The  milder  preparations  of  iron — of  which  there  are  so 
many  available  now — are  the  most  suitable  for  children, 
and  cod-liver  oil  may  require  to  be  given  at  the  same  time. 
I  have  found  the  combination  of  these  in  the  form  of  the 
preparation  known  as  'Ferroleum  '  very  useful.   1  cannot 
recommend  arsenic  very  strongly  in  the  ordinary  anaemias 
of  childhood,  though  it  seems  to  be  the  only  preparation 
we  possess  which  has  any  influence  over  Hodgkiu's  disea.se. 
The  ordinary  form  of  leukemia  in  childhood  (the  lymphatic) 
does  not  appear  to  be  affected  by  it.   For  the  spfenk; 
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Jinieinia  ot  infancy  there  is  no  specific  treatment — it  must 
be  managed  on  the  lines  already  laid  down,  special  attention 
being  paid  to  proper  feedii^.  I  have  tried  varrous  prepara- 
tions of  bone-marrow  in  it,  but  the  results  have  not  been 
very  satisfactory.  T  should  add  that  in  some  of  the  more 
intractable  forma  of  anaemia  in  childhood  you  will  get  no 
benefit  from  iron  until  you  combine  it  with  an  aperient, 
just  as  is  the  case  in  some  of  the  anaemias  of  adults. 

THE  PURPUBAS. 

I  wish,  before  concluding  this  lecture,  to  say  a  few  words 
about  purpura,  which  is  commoner  in  children  than  in 
grown-up  people.  It  is  not,  however,  a  disease  of  quite 
young  chikh  cu,  the  majority  of  cases  occtirring  in  the  second 
ten  years  of  life . 

The  essential  lesion  of  purpura  is  haemorrhage  into  the 
skin,  and  you  will  recognize  pmrpuric  spots  by  the  fact 
that  they  do  not  fade  on  pressure.  You  will  be  apt  to  mis- 
take them  for  flea-bites,  but  there  is  usually  a  darker  central 
spot  in  a  bite  whkjh  will  enable  you  to  reoc^^nize  it.  Some- 
times, however,  when  the  bites  are  fading,  the  distinction 
is  by  no  means  easy . 

Several  varieties  of  purpura  are  described,  and  you 
must  distinguish,  in  the  first  place,  between  aeeondary 
purpura  on  the  oms  hand  and  ftrimarg  purpma  on  the 
other. 

In  secondary  purpura  the  haemorrhagic  eruption  occurs 
in  the  course  of  some  other  disease,  such  as  one  of  the  acute 
specific  fevers,  or  in  any  cachectic  condition.  It  is  only 
of  prognostic  value,  and  indicates  a  severe  toxaemia  or 
advanced  debility,  which  often  precedes  a  fatal  termina- 
tion of  the  illness. 

Several  varieties  of  primary  purpura  arc  described,  but 
they  are  probably  simply  different  manifestations  of  one 
pathological  state,  although  what  that  underlying  state  is 
we  do  not  in  the  least  know,  and  I  do  not  propose  to  take 
up  any  time  with  a  discussion  of  the  various  views  which 
are  held  about  it.  For  convenience,  we  may  divide  the 
clinicai  fomus  of  fnimary  purpura  into  the  fo&twing  groups  : 
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1  Purpura  simplex,  in  which  liaemorrhage  takes  place  into 
the  skin  only.   The  photograph  (Fig.  68)  shows  tiie  dktribu- 


; case. 


tion  of  the  eruption  in  a  typi^a 

2  Purpura  hcemorrhagica,  wliich  is  a  more  severe  form  ot 
simple  purpura,  hajmorrhage  taking  place  from  the  mucow 
membranes  as  well  as  into  thr  skin. 

3.  Purpura  rheumatica,  also  known  as  peliosis  rheumatica, 
but  better  caUed  'arthritic  '  purpma,  in  which  joint  pams 
occur  as  well  as  hjemorrhages.  It  has  probably  nothing 
whatever  to  do  with  rheumatism. 

4.  Purpura  abdominalis,  or  Henoch's  purpura,  in  wluch 
attacks  of  abdominal  pain,  sometimes  attended  by  •  .  .miting 
and  diarrhoea,  are  a  prominent  symptom.  The  colicky 
pain  is  probablv  caused  by  exudation  taking  pkv  e  nito  the 
wall  of  the  bowel,  and  it  is  of  importance,  because  it  may 
be  so  severe  as  to  lead  to  a  diagnosis  of  acute  abdominal 
disease,  such  as  intussusception.  I  have  kuoAvn  at  least 
one  case  in  which  laparotomy  was  performed  on  account 
of  it.  The  moral  is  that  >ou  should  always  examine  the 
skin  verv  carefuUy  for  purpuric  spots  when  you  are  called 
to  a  child  who  has  been  attacked  by  sudden  and  violent 
colic . 

In  the  diagnosis  of  purpura  you  must  first  make  sure 
that  you  are  dealing  with  a  real  purpuric  eruption.  I  have 
already  stated  that  the  oliaracteristic  point  here  is  that  the 
eruption  does  not  fade  on  pressure.  Use  a  microscope  slide 
or  a  glass  lens  to  make  sure.  AU  erythematous  eruptions 
fade  on  pressure.  I  have  abeady  told  you  how  to  distin- 
guish bites. 

A^.suming  that  you  ire  satisfied  that  the  eruption  is 
purpuric,  the  next  thing  you  have  to  settle  is  %\hether  you 
are  dealing  with  the  disease  purpura,  or  merely  with  a  pur- 
puric eruption  as  a  symptom.  The  other  diseases  w'  f-h 
you  are  most  likely  to  mistake  for  purpura  are  acute 
kmnia,  scurvf/,  and  kwmophilia.  You  will  distinguish  uie 
first  of  these  by  examining  the  blood  ;  the  second  by  in- 
uuiring  into  the  diet,  and,  if  necessary  by  the  therapeutic 
test  of  giving  antiscorbutfcs  ;  the  thifd  by  the  family 
historv. 

The  prognoiil  of  purpura  is  good,  but  you  must  be  pre- 
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pared  for  relapses,  which  are  the  rule  rather  than  the  ex- 
ception. Some  children,  indeed,  continue  to  have  attacks 
every  few  months  until  after  the  age  of  puberty ,  when  they 
usually  cease.  Always  look  out  for  ncpliritis  in  the  course 
of  purpura,  especially  in  the  abdominal  typ«  .  It  may 
materially  atiVet  the  chances  of  recovery. 

Treatment  is  not  very  satisfactory,  seeing  that  we  know 
nothing  of  the  cause  of  the  disease.  The  one  essential  is 
rest  in  bed.  If  you  attend  to  that,  it  does  not  matter  much 
what  else  you  do  or  leave  imdone.  I  have  tried  most  of  ♦he 
remedies  recommended  to  lessen  the  hsemorrhi^^  tendency, 
hwt  cannot  say  tliat  I  have  had  much  success  with  any  of 
them.  Salts  of  calcium  I  have  found  no  benefit  from, 
although  perhaps  \<)u  ought  always  to  try  the  lactate,  but 
in  some  eases  oil  of  turpeJitine  has  certainly  appeared  to  do 
good.  Arsenic  is  reconinicnded  by  many.  Aromatic  sul- 
phuric acid  is  worth  trying  if  there  bo  ha;morrhage>  from  the 
mucous  membranes.  Epistaxis  and  bteeding  from  the  gums 
\()u  w  ill  treat  <>n  general  principles  by  the  use  of  adrenalin 
and  other  styptics. 

In  severe  cases  of  purpura  hemorrhagica  antistreptococcic 
s(M  uin  has  been  strongly  recommended,  10  c.c.  being  given 
by  tlie  rectum,  and  repeated  as  is  found  necessary  ;  but  you 
are  not  likely  to  neeti  to  have  reoourse  to  it  often. 

Seeing  that  an  attack  of  purpura  leaves  the  child  an«taic, 
iron  should  be  given  during  convalescence. 


LECTURE  XXVI 


SOME  COHMOK  AFFEOTIOHS  OF  THE  GEHITO- 
mOXABT  iftflK  ni  OBSABOOD 

GENTiiBMEN,— In  the  present  lecture  I  propose  to  deal  with 

some  of  the  commoner  aflfections  of  the  genito-uri  nary  system 
in  children,  but  shall  not  refer  to  such  features  of  these  affec- 
tions as  are  common  both  to  children  and  adults. 

It  is  usual  when  describing  diseases  of  the  urinary  s.\  stem 
in  childhood  to  begin  by  pointing  out  some  respects  in  which 
the  urine  in  childhood  differs  from  that  of  adult  life.  Such 
differences  may  be  summed  up  for  clinical  purposes  in  the 
statement  that  the  child's  urine  is  paler,  of  lower  gravity, 
and  relatively  less  acid  than  that  of  the  grown-up  person.  It 
would  be  of  some  importance,  however,  to  be  able  to  tell 
you  the  amount  of  urine  secreted  daily  at  different  ages, 
but  I  find  that  to  be  impossible,  for  if  you  refer  to  the  figures 
given  by  different  authorities  n  the  subject  you  will  dis- 
cover such  discrepancies  as  to  make  their  estimates  of  little 
value  for  clinical  purposes.  Perhaps  the  estimate  arrived 
at  by  Dr.  Still  is  as  good  as  any  other,  and  has  the  advantage 
of  being  easily  remembered— viz.,  that  after  the  age  of  four 
the  age  of  the  child  in  years  multiplied  by  two  and  a  half 
gives  the  average  amount  of  urine  in  ounces.  Belov  the 
age  of  four,  however,  the  secretion  is  relatively  greater  than 
tins,  because  of  the  more  fluid  character  of  the  diet. 

I  have  occasionally  had  children  sent  to  me  because  they 
were  supposed  to  be  passing  too  little  urine,  but  I  have 
always  found  on  investigating  such  cases  that  the  amount 
secreted  was  not  really  less  than  the  minimum  averi^e  for 
that  age.  Every  now  and  then,  however,  you  will  meet 
with  cases  in  which  no  urine  it-  oassed  at  all  for  some  hours, 
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and  in  which  the  bladder  also  remainH  empty.  These  are 
eases  of  true  suppression,  or  MWia.  The  cause  of  this  con- 
dition is  quite  ohsciiK  ,  hn\  it  need  occasion  you  no  ahirm, 
for  it  never  lasts  longer  than  twenty-four  hours,  and  usually 
a  hot  bath  and  a  dose  or  two  of  npiritUH  etheris  nitrosi  is 
sufficient  to  restart  the  secretion.  The  opposite  ooiHiition 
— polsruria — may  also  occur  without  apparent  reason  for 
brief  periods,  but  when  coiitinueil  should  make  you  think  of 
diabetes  mellitus  or  insipidus. 

Not  unfrequently  children  pass  uric  acid  gravel.  I  have 
told  you  in  a  previous  lecture  that  the  pain  caused  by  this 
may  closely  simulate  that  of  intestinal  colic,  but  that  the 
condition  can  usually  be  recognized  by  the  detection  of 
grains  of  uric  acid  sand  on  the  napkins.  The  indication  in 
these  cases  is  usually  to  reduce  the  amount  of  food,  and 
always  to  administer  citrate  of  potash  liberally. 

At  other  times  a  condition  is  met  with  which  one  can  only 
describe  as  '  ur!c  acid  siortnu.'  These  ma\-  occur  in  infancy, 
but  are  perhaps  commoner  in  children  about  three  to  four 
years  old.  They  often  take  place  at  very  r^ular  intervals, 
exhibiting  a  decided  periodicity.  Th:"  occurrence  of  the 
'  storm  '  is  heralded  by  a  day  or  two  during  which  the  child 
is  pale,  languid,  and  generally  'out  of  sorts.'  There  may 
also  be  an  etliereal  odour  in  the  breath,  and  the  stools 
may  he  pale.  These  sjmptoms  are  followed  by  an  attack 
of  violent  screaming,  and  some  hours  later  gravel  is  passed, 
or  it  may  be  noticed  as  a  deposit  in  the  uriiK  without  there 
havi.ig  been  any  signs  of  pain. 

The  pathology  of  these  cases  is  obscure,  but  I  strongly 
suspect  that  they  are  in  some  way  due  to  a  functional  dis- 
order of  the  liver,  and  are  closely  allied  to  other  periodic 
affections,  such  as  migraine,  'food  fever,'  cyclical  vomiting, 
and  so-called  '  bihous  attacks.'  Like  these  disorders,  too, 
they  are  moBt  successfully  treated  by  cuttii^  down  the 
carbohydrates  in  the  food^ — not  by  reducing  the  proteins, 
e.g.,  meat,  as  is  often  done — and  by  the  regular  use  of  an 
'hepatic  '  aperient,  such  as  rhubarb  and  gray  powder.  In 
addition,  of  course,  citrate  of  potash  should  be  given  freely 
during  the  attack. 

Another  disorder  which  may  be  due  to  the  presence  of 
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uric  ttcid  cry«tiil»  in  the  urine,  or  to  excessive  urinary  acidity, 
is  idist  is  called  wmML  ommb*   It  may  closely  simulate 

vesical  calculuH.  I  remember  a  medical  friend  of  mine  ill 
th(>  coiiritry  ringing  mo  up  (tne  morning  on  the  telephone  to 
ask  niy  advice  about  a  surgeon  to  whom  to  hcjuI  one  of  hi« 
children,  becanse  he  believed  the  child  to  be  suffering  from 
stone.  On  asking  the  grounds  for  this  opinion,  I  was  told 
that  there  was  at  times  great  pain  and  strangury  on  micturi- 
tion. I  advised  that  before  a  surgeon  was  consulted  the 
child  should  he  given  a  course  of  citrate  of  potash  and 
iiyoscx  ninus.  This  was  done,  with  tlu'  result  that  the 
syniptouis  quickly  disappeared.  Tluit  was  a  case  of  vesical 
spasm.  Of  course,  Mteoini  is  not  very  unooramon  in 
children,  too,  but  as  its  symptom*  and  the  methods  of 
diagnosing  it  are  the  same  as  in  the  case  of  adults,  1  need  not 
say  anything  more  about  it.  except  to  point  out  that  some- 
times the  chief  symptom  is  incontinence,  and  that  when  a 
child  snd(h'iily  devclo|)s  enuresis  calculus  is  always  one  of 
the  things  to  think  of.  I  recall,  for  instance,  the  case  of  a 
little  girl  whom  I  saw  many  years  ago,  who  was  lm>ttght  to 
the  hospital  for  incontinence  along  with  some  symptoms  of 
cystitis.  On  sounding  the  bladder  we  found  a  large  stone, 
which  we  were  able  to  extract  by  dilating  the  urethra,  wth 
immediate  relief  to  all  her  symptoms. 

INFECTION  OF  THE  URINARY  TRACT. 

T  wish  now  to  turn  to  a  totally  different  subject — namely, 
inftctions  of  the  luinary  tract  in  childhood,  by  whif;h  one 
means  for  practical  purposes  infection  by  the  Bttcittus  coli. 
Now  when  the  B.  coli  finds  access  to  the  urinary  tract, 
one  of  four  conditions  may  result  :  (1)  A  simple  bacilluria  ; 
(2) cystitis  ;  (3) pyelitis  ;  (4)  suppurative  nephritis.  Or  these 
may  occur  in  various  combinations. 

(i)  BiTilluria  alone  gives  rise  to  few  symptoms.  There 
may  be  some  disturbance  of  the  general  health,  but  nothing 
verj'  definite,  and  the  condition  can  only  be  diagnosed  by  an 
examination  of  tlie  urine,  which  is  opalesi'ent  and  does  not 
clear  on  filtering.  It  usually  remains  acid — for  the  £.  coli, 
as  you  know,  does  not  split  up  urea — but  has  often  a 
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peculiar  fishy  odour.  Mic  roscopii  ul  examination  .shows  it  to 
beswarmiiig  with  bacteria,  which  on  cultiiro  |)r«)Vt'  to  be  the 

(2)  The  Bymptoiu>  of  cystitin  due  to  B.  culi  I  need  not 
describe  to  you  in  detail,  a«  they  are  the  »ame  aw  those  of 
»ny  other  cystitis  except  that  the  urine  remaiiiH  acid  unlenf 
a  secondary  infection  takc8  phu  e. 

(3)  B.  coll  pi/elitis  is  met  with  in  its  most  strii<ing  form 
in  young  infants,  nioHt  frequently,  so  far  as  my  ex- 
perience goes,  in  girls.  The  constitutional  Bymptoms  are 
much  more  pronounced  than  the  local,  and  may  quite  over- 
shadow the  latter.  They  consist  in  high  irregular  fever, 
the  temperature  often  running  up  and  down  in  the  wilde»t 
manner,  and  often  there  are  rigors,  in  spite  of  the  fever 
the  general  health  may  remain  surprisiii<;ly  <;ood.  but  tliere 
may  be  some  signs  of  collapse  when  a  rigor  occurs.  Such  a 
case  may  be  difficult  of  diagnosis  if  your  mind  is  not  open  to 
the  possibility  of  pyelitis,  but  if  you  only  think  of  that  possi- 
bility there  is  usually  no  difficulty,  and  on  inquiry  you  will 
generally  find  that  there  is  some  frequency  of  micturition, 
probably  accompanied  by  more  or  less  pain,  and  that  the 
water  has  been  noticed  to  be  thick.  Bacteriological  exami- 
nation will  set  all  doubts  at  rest.  The  moral  is  that  in  all 
cases  of  fever  of  doubtful  origin  in  childhood  one  should  ex- 
amine the  urine  for  B.  coli. 

(4)  Suppur(i''"e  nephritis  is  fortunately  a  rare  result  of  an 
infection,  and  iS  usually,  perhaps  always,  fatal.  It  is  dis- 
tinguished by  the  ordinary  signs  of  an  acute  nephritis,  and 
is  usuaDy  a<«K>oiated  with  evidences  of  pyelitis  or  cystitis 
as  well. 

The  prognosis  in  cases  of  infection  by  the  B.  coli  is  on 

the  whole  favourable,  but  cases  are  often  very  obstinate 
to  treat.  It  is  not  usually  ditficult  to  get  riu  of  the  consti- 
tutional sympti)ras,  but  to  banish  the  bacillus  from  the  urine 
altogether  is  by  no  means  an  easy  matter,  and  it  is  apt  to 
persist  off  and  on  for  long  periods.  Death  also  sometimes 
rraulta.  Thus  Dr.  John  Thomson  found  that  out  of  twenty- 
four  cases  of  B.  coli  pyelitis  in  infancy  three  died,  and 
out  of  sixty  cases  at  all  ages  treated  recently  at  Great 
Onnond  Stroet  Hospital  six  proved  fatal  (Jeffreys). 
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Yoii  may  now  ask,  Jlow  doen  the  B.  coli  yet  into  the 
urinary  tract  at  all  i  This  question  has  not  been  detinitely 
settled,  but  there  are  three  pomilHUtMi.  (1)  Infectioii 
might  be  l>y  the  bloiul-wticHin,  the  bacilli  being  excreted  bv 
the  kidney.  There  itt  reaHun  to  believe  that  thiei  rarely 
occurs.  (2)  The  infection  might  be  from  below  upwards, 
the  bivcilli  getting  up  the  urethra.  Thii  view  has  been 
witU'ly  hchi.  and  the  alleged  greater  frequency  of  cases  in 
girlH  has  been  believed  to  support  it,  the  idea  being  that  the 
fihOTt  female  urethra  is  more  easily  trftTersed.  (8)  Infection 
might  be  direct  from  the  bowel  to  the  kidney.  Investiga- 
tions made  at  the  Chihlren's  Hospital  tend  to  show  that  this 
is  the  usual  route  of  infection,  the  bacilli  passing  direct  from 
the  ascending  colon  to  the  right  kidney,  the  transference 
IxMiig  perhaps  favoured  by  soBie  damage  to  the  mneous 
membrane  f>f  the  bowel. 

In  some  cases,  at  least,  a  diseased  appendix  which  was 
adherent  to  the  kidney  has  afforded  the  means  of  infection. 

Seeing  that  the  bowel  is  the  primary  source  of  the  organ- 
isms in  all  cases  of  Bacill'm  coli  infection  o?  the  urinary  tract 
in  children,  one  obvious  part  of  tnatment  must  always  be  to 
disinfect  the  colon  as  far  as  possible.  This  can  be  done  by 
the  use  of  large  enemata,  and  I  have  faith  also  in  the  use  of 
calomel  in  doses  of  iV  grain  two  or  three  times  a  day, 
although  I  do  not  believe  much  in  other  so-called  intestinal 
antiseptics.  If  there  be  any  reason  to  suspect  disease  of 
the  appendix,  that  organ  should  be  removed.  The  rest  of 
the  treatment  must  depend  to  some  extent  upon  the  special 
site  of  the  infection.  If  there  be  cystitis,  washing  out  of  the 
bladder  by  the  injection  of  iodoform  emulsion  is  useful.  In 
cases  of  pyelitis  I  have  fountl  great  benefit  from  the  use  of 
citrate  of  potash  in  large  doses.  It  is  almost  a  specific  in 
the  cases  of  coli  pyelitis  in  infants,  but  it  must  be  given  freely 
and  one  must  go  on  increasing  the  dose  until  the  urine  is 
alkaline.  Surprisingly  large  quantities  are  sometimes  neces- 
sary to  effect  this,  15  grains  three  or  four  times  a  day  being 
none  too  much  in  many  cases.  So  soon  as  the  urine  is  alka- 
line the  temperature  and  other  uoustilutional  signs  usually 
subside  in  the  most  dramatic  fashion. 

In  older  children  the  alkaline  trMitment  k  not  sosikc^- 
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ful,  hilt  is  iil\va\>  woi  tli  trying,  and  the  iw«  «il  urotropin 
limy  be  utmibiut'tl  with  it. 
The  same  mewiures  are  applicable  in  the  caws  of  puie 

bacillm  ia . 

ill  I  liiiiiiic  nbstiimte  ciisrsof  all  forms  tlic  use  of  a  vaccine 
preferably  prepuretl  from  the  urine  of  the  patient,  im  alwayH 
worth  trying,  but  1  would  warn  you  not  to  expect  too  much 
from  it.  It  is  true  that  the  constitutional  symptoms  are 
Kometinu's  imjiroved,  but  it  is  exceptional  to  find  that  the 
vuiiiiHition  luiises  the  bacilli  to  disappear  altogether  from 
tlic  urine.  They  aie  apt,  indeed,  to  persist,  or  to  Iteeji  on 
coming  and  goiiifj;  in  the  moM  aggravating  way.  i  in  that 
case  all  you  can  tlo  is  lo  get  the  chiUls  general  health  into  a.s 
good  a  state  us  possibte — to  which  end  change  of  air  is  often 
a  great  help — and  then  to  tniHt  to  time. 

FUNCTIONAL  ALBUMIN UlllA. 

I  mav  now  pass  on  to  consider  some  of  llie  commoner 
affections  of  the  kidney  in  childhooil,  and  first  of  all  I  may 
say  a  word  about  functional  albuminuria.  This  condition 
also  known  as  physiological,  orthostatic,  cyclical,  postural, 
or  intermittent  albumin'iria — is,  as  you  know .  one  which  has 
given  rise  to  much  discuasion.-  I  do  not  propose  to  attempt 
to  deal  at  all  fully  with  the  many  interesting  points  which 
have  been  raised  with  regard  to  it,  but  I  would  ordy  say  that 
there  can  be  no  doubt  (1)  that  such  a  condition  really  exists, 
(2)  that  it  passes  off  without  apparently  leaving  the  kidney 
in  any  way  damaged,  and  (.3)  that  il  is  of  no  serious  signifi- 
cance. The  condition  is  not  really  a  disease  in  .t.self,  but 
merely  a  .s^  mptom,  aiul  is  especially  met  with  in  children  who 
suffer' from  that  state  of  ill-health  which  I  liave  ilealt  with 
fully  in  a  previous  lecture  under  the  title  of  'Mucous  i'isease.' 

The  important  question,  of  course,  is  how  to  tell  this  form 
of  albuminuria  from  that  of  genuine  nephritis.  Much  has 
been  written  on  this  subject,  but  the  chief  points  of  dis- 
tinction ajipear  to  be  (1)  that  functional  albuminuria  is  not 
present  wiien  tlie  child  first  gels  up  in  the  morning,  but  only 
comes  on  after  he  has  been  going  about  for  an  houi  or  two  , 
(2)  that  granular  casts  are  never  present,  although  the  hyaline 
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vuriety  may  be.  1  have  obBenretl,  too.  that  in  cw»«t  of 
functional  albumimwia  tlu-  m  ine  UHually  Kiven  a  very  deHruto 
,  I,,u(l  nil  the  addition  of  acctif  arid  in  the  cold  alone,  whereau 
this  does  not  happen  in  casi's  of  organic  albuminuria.  Thii 
point  ha»  not  received  much  attention,  but  I  believe  it  to 
be  worth  notiiiji.  It  means.  1  suppose,  that  f'e  protein 
present  in  the  '  fuiu  tioiial  "  rnsvH  i«  not  all  true  f*erum  albu- 
min, or  globulin,  but  is  ill  part  a  mucin  or  nuclein  compound. 
Many  theories  have  Ixt'ii  a»lvaiice<l  to  explain  the  cause  of 
the  passage  of  albumin  int(.  the  uriti*-  in  these  eases,  but 
the  m(.ht  e«.nvincing  is  that  which  attributes  the  symptom 
to  alterations  in  the  vascular  tension  in  the  kidney  when  the 
el  ect  post  lire  is  assumed. 

The  >uirKestiun  lias  W.J  recently  put  forwar<l  that  the 
otcurrence  <.f  the  albuminuria  is  the  result  of  a  leroened 
coaguhibility  in  the  blood,  and  it  is  said  that  it  can  be  matle 
to  disappear  bv  the  administration  of  calcium  lactate.  I 
cannot  sav,  however,  that  I  have  found  this  liai)pen  in  the 
few  cases  \n  which  I  have  tried  it,  and  I  am  rather  sceptical 
about  this  theor \ .  As  regards  the  trmlmait  of  t hese  cases, 
I  l)elicve  the  only  thii'g  to  be  done  is  to  attend  to  the  general 
health  on  the  lines  laitl  down  in  the  lecture  on  'Mucous  Dis- 
ease,' to  which  I  have  afready  referred,  and  to  bave  the 
albuminuria  to  look  after  itself . 

I  may  now  go  on  to  say  a  few  words  on  the  subject  of 
h^emcUuria  in  childhood, 

HEMATURIA. 

A  chikl  nuvy  be  brought  to  you  by  the  mother  with  the 
statement  that  he  pi^cs  Wood  in  the  urine.  There  is  here 
one  fallacy  which  I  would  warn  you  a<iainst,  and  it  is  that 
mothers  are  apt  ti:  regard  as  blooil  w  hat  is  really  not  blood 
at  all,  but  a  brick-dust  deposit  of  urates .  But  assuming  you 
have  verified  the  fact  that  the  child  is  passing  blood,  there 
are  but  few  possible  causes  of  it  w  hich  you  have  to  consider  ; 
indeed,  I  think  there  are  but  four  causes  of  haematuria  in 
infancy  which  it  is  necessary  for  you  to  b^r  in  mind.  One 
is  haemophilia.  \\  hich  m  iy  be  a  cau.><(>  <  f  litcmaturia,  especially 
in  boys .  Another  cause  is  scurvy,  w  hich  1  believe  is  commoner 
than  one  is  disposed  to  think,  and  is  often  overlooked  because 
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examination  of  the  urine  of  young  infantt*  is  apt  to  be  omitted. 
I  remember  a  child  who  was  ni^er  the  care  of  a  surgeon  in 

a  hospital  for  the  pas'sage  of  blood,  and  who  was  believed 
to  be  the  subject  of  stone  in  the  kidney.  An  operation  was 
performed,  but  no  stone  was  found.  A  physician  then  saw 
the  child,  and  inquired  into  the  diet ;  the  replies  given  led 
him  t*o  think  that  it  was  a  case  of  scurvy,  and  on  putting 
the  child  on  to  fresh  vegetables  and  fruit  the  haematuria 
disappeared  in  a  few  days.  This,  then,  was  a  case  in  which 
failure  to  remember  that  sc  urvy  may  be  a  cause  of  haematuria 
led  to  the  performance  of  an  entirely  ininecessary  operation. 
The  third  cause  of  luematuria  is  the  passage  of  urates  and 
oxalates.  The  hsematuria  in  such  a  case  is  usually,  I  think, 
paroxysmal  or  intermittent,  coming  on  and  lasting  for  a 
few  days  and  then  passing  off  again.  Careful  examination 
will  show  the  presence  of  crystals  of  uric  acid  or  oxalic  acid, 
and  suitable  treatment  will  cause  the  blood  to  disappear. 
The  fourth  cause  is  sarcoma  ol  the  kidney,  and  one  which  it 
is  well  to  bear  in  mind.  Not  long  aga  I  saw  a  case  where 
this  gave  rise  to  a  great  difficulty.  It  was  that  of  a  young 
child  who  passed  a  trivial  amount  of  blood  in  the  urine,  but 
passed  it  continually .  Oxalates  were  discovered  in  the  urine, 
and  it  Avas  thought  that  they  were  the  cause  of  the  haema- 
turia. But  special  treatment  directed  to  remedying  this  did 
not  affect  the  passage  of  blood,  although  the  oxalates  ceased 
to  appear.  By-and-by  an  abdominal  tumour  became  evi- 
dent, and  operation  showed  it  to  be  a  renal  sarcoma.  Re- 
member always,  then,  that  continuous  small  bleedings  may 
be  a  cojnparatively  early  sign  of  sarcoma  of  the  kidney  in  a 
young  child. 

In  older  children,  in  addition  to  the  causes  already  men- 
tionod.  you  should  think  of  Raynaud's  disease,  of  purpura, 
and  of  rheumatism  as  possible  causes  of  the  appearance  of 
blood  or  blood-pigment  in  the  urine,  and  in  the  two  former 
of  these  haematuria  may  be  present  as  the  only  symi)tom. 
Quite  recently  T  have  seen  in  cons\dtation  two  girls,  both  of 
whom  suffered  from  rheumatic  endocarditis  and  slight 
hsematuria.  Whether  the  renal  hsemorrhage  in  these  cases 
w  as  due  to  embolism  or  not  I  cannot  say,  but  it  passed  off 
quickly  in  each  case. 
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NEPHEITI8. 

In  childliood  one  has  to  deal,  for  practical  purposes,  with 
only  two  varieties  of  inft^mmation  of  the  kidney  :  (1)  acute 
nephritis,  and  (2)  chronic  parenchymatous  nephritis.  It  is 
true  that  the  clironic  interstitial  form  does  occur,  but  it 
is  so  rare  as  to  be  almost  a  crariosity. 

Acute  .lephritis  pn-sents  two  varieties — tubular  and 
<rloniernlar.  The  recognition  of  these  is  of  importance,  not 
only  pathologically,  but  clinically  as  well,  for  the  glomerular 
form  has  a  much  better  prognosis  than  the  tubular. 

Which  form  of  nephritis  is  produced  depends,  apparently, 
upon  the  poison  at  work.  Some  toxins,  notably  that  of 
scarlatina,  seem  chiefly  to  affect  the  glomeruli  ;  others,  such 
as  the  diphtheritic,  the  tubules.  Scarlatinal  nephritis  is 
therefore  a  less  severe  affection  than  most  other  forms  of 
rena!  inflammation.  In  addition  to  the  two  'acute  speci- 
fics '  already  mentioned,  nephritis  may  more  rarely  folkwr 
measles,  chicken-pox,  whooping-cough,  or  even  German 
measles,  but  in  a  large  number  of  the  cases  met  with  in  prac- 
tice you  wi'l  find  it  impossible  to  say  what  the  cause  has 
been.  Many  of  th^e  cases  are  attributed  by  the  mother, 
rightly  or  wrongly,  to  chill,  but  I  beheve  that  in  a  certain 
number  of  them  the  poison  finds  access  to  the  body  through 
the  throat.  At  all  events  thwe  can  be  no  doubt  that  neptari- 
tis  may  follow  upon  an  acute  tonsillitis. 

The  symptoms  of  acute  nephritis  are  so  well  known  that 
I  need  not  dwell  upon  them .  CEdema  is  often  the  first  thing 
notfced,  but  here  I  would  warn  you  that  oedema  in  children 
does  not  necessarily  mean  nephritis.  There  is  a  form  of 
cedema  sometimes  spoken  of  as  toxic  or  essential  (f  dema,  met 
with  in  young  children  sufering  from  chrome  dlarrhoa, 
which  closely  simulates  the  oedema  of  nephritis,  but  in 
which  there  is  no  otlier  evidence  of  renal  disease.  Its  exact 
mode  of  production  is  unknown,  but  it  is  not  necessarily  of 
serious  omen,  and  I  have  often  known  recovery  follow  even 
when  it  has  been  present  to  a  marked  degree.  On  the  other 
hand,  you  must  rememl)er  that  allliough  u;dema  in  children 
does  not  always  mean  nephritis,  jupAritw  may  occur  wMotU 
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CRiletna.  This  is  spoi-ially  the  case  in  littlo  liahics.  and  for 
that  reason  nephritis  is  apt  to  be  overlooked  when  it  occurs 
as  a  compUeation  of  some  other  disease  in  early  life. 

The  prognosis  ol  nephritis  in  c  hildren  is  much  better  than 
in  adults,  and  complete  clearing  up — or  apparent  clearing 
up — of  the  inflammation  is  fairly  common,  especially,  as  I 
have  already  told  you,  in  the  glomerular  form.  One  reason 
why  acute  nephritis  cases  do  so  nnuh  better  i'l  early  life  no 
doubt  is  that  tiiere  is  rarely,  if  ever,  a  chn)nic  nephritis  at  the 
\mtk  of  the  condition  on  which  the  acute  inflammation  hst» 
supervened — a  state  of  things  which,  as  you  know,  is  not 
uncommon  in  adul».-i. 

Even  when  acute  ureemic  symptoms  liave  supervened — 
usually  in  the  form  of  convulsions — the  prognosis  is  not 
necessarily  ba  i.  for  under  ])ronipt  treatment  by  hot  packs 
and  transfusion  these  may  pass  off  and  all  go  well. 

In  the  fawatmest  of  acute  nephritis  in  children,  the  most 
important  thing  is  to  keep  the  imtient  as  Jong  as  possible  in 
bed.  I  have  often  rejTretted  letting  a  child  with  nephritis 
get  up  too  soon,  but  never  having  kept  it  long  at  rest.  The 
diet  at  first  should  consist  of  milk  only,  but  when  the  acuter 
sympt  uus  have  passed  off  farinaceous  foods  may  be  added, 
far  one  must  take  care  not  to  starve  the  patient.  Medicines 
are  not  of  much  help,  but  a  mild  saline  diuretic  may  be 
given,  and  to  this,  if  there  be  much  dropsy,  a  little  digitalis 
may  often  l)e  added  with  advantajfe.  Hot  packs  are  also 
of  great  service  in  keeping  up  a  free  action  of  the  skin. 

Under  thi«  treatment  the  urine  either  clears  up  com- 
pletely, or  the  (I'iidition  becomes  chronic  and  the  child  is 
left  anaemic  and  more  or  less  dropsical  with  a  considerable 
amount  of  albuminuria.  When  this  happens,  one  has  to 
deal  with  chronic  parenchymatous  nephritis,  which  is  a  very 
troid>lesonu>  condition.  Such  a  case,  it  is  true,  may  drag 
on  for  a  h)ng  time  with  riore  .>r  less  albuminuria,  but  sooner 
or  later  it  is  apt  to  prove  f  i  tal . 

Tlie  treatment  of  the  disease  when  it  has  reached  this 
stage  is  very  unsatisfactory,  and  I  know  no  class  of  case 
which  is  more  disheartening  to  manage.  So  long  as  there 
is  much  dropsy  the  child  must  be  kept  in  bed,  and  this  may 
mean  in  )nths  Diuretics  seem  to  have  little  effect  in  re- 
moving the  dropsy,  though  digitalis  is  sometimes  helpful, 
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and  a  ."alt-fne  ijitt  will  often  do  much.  Such  a  diet  is  not 
difficult  to  construct  out  of  milk,  farinaceous  foods,  and 
fruit  with  hre&d,  biscnits  or  scones  baked  without  salt. 
When  the  dropsy  has  disappeared,  one  must  be  careful  not 
to  OTer-diet,  and  the  mere  presence  of  albumin  is  certainly 
no  bar  to  the  moderate  use  of  even  red  meats.  It  is  easy 
to  retard  recovrary  by  too  great  zeal  in  sparing  the  kidney. 

A  curious  phenomo!ion  which  cften  occurs  in  these  cases 
is  fipontaneuiis  diuresis.  The  child  may  be  quite  Avater- 
logged  and  the  dropsy  hare  failed  to  respond  to  all  tn  atment 
when  suddenly  a  <;rcat  flow  (  f  uritic  sets  in  and  all  the  fluid 
drains  away  in  two  or  three  days.  Only  too  often,  however, 
it  returns,  anil  such  spontaneous  diuresis  may  recur  several 
times  in  the  course  of  the  case,  and  should  it  h^^\^^vu  to  sot  in 
shortly  after  a  new  diuretic  mixture  has  been  exhibited  the 
mixture  is  very  apt  to  get  th.e  credit . 

For  the  ancemia  which  is  alwaj^  present  incases  of  chrome 
parenchymatous  nephritis,  iron  is  useful,  and  may  be  jriven 
either  iii  the  form  of  liq.  ferri  acetatis  combined  with  acetate 
of  potash,  or  in  the  old  combination  of  sulphate  of  iron  and 
sulphate  of  magnesia,  if  it  be  desired  to  act  upon  the  boA\ els 
The  use  of  iron  seems  not  only  to  lessen  anaemia,  but  to 
favour  the  restitution  of  the  kidney  epithelium,  and  is  there- 
fore actually  curative.  When  all  the  sjTnptoms  have  dis- 
appeared but  some  albvmiin  is  still  present  in  the  urine, 
change  of  air  to  a  mild,  dry  climate  is  often  helpful. 


VI  LVU-VA(iINITIS. 

I  wish  now  to  say  a  wortl  or  two  about  chronic  vulvo- 
mginitis  in  childhooid,  which  is  by  no  met..is  an  infrequent 
affection,  especially  in  patients  of  the  hc-pital  class.  There 
arc  two  forms  of  it  ilie  >imp!e  form  in  which  pyogenic 
organisms  are  the  cause,  and  the  gonorrhoeal  form  which  is 
due  to  the  gono^occus.  The  latter  appears  to  be  the  com- 
moner. The  view  long  held  that  vnlvo-vngitutis  belongs 
to  the  '  strumous  '  order  of  diseases  and  is  a  sign  of  general 
ill-health  fs.  T  believe,  erroneous.  It  appears  to  be  r^lly  a 
purely  local  atTection  requiring  local  treatment,  't  he  gonor- 
rheal variety  is  horribly  contagio^is.  and  if  introduced  into 
a  ward  may  spread  round  it  like  wild-lire  in  spite  of  stringent 
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precautions.  On  the  other  hand,  it  is  a  peculiar  fact  that  it 
rarely  leads  to  other  gonorrhcMil  complications,  such  as 
blepharitis,  arthritis  or  salpingitis. 

Treatment  of  vulvo-vaginitis  must  be  thorough  and 

energetic. 

In  eimple  cases  the  parts  shonM  be  thoroughly  irr^t«d 

two  or  three  time.-,  daily  with  an  antiseptic  solution  (saturated 
boric  acid  or  1  in  ;>.0(K)  perchloride).  The  solution  should 
be  applied  with  a  syringe  or  a  swab,  and  gauze  soaked  in  it 
may  be  left  in  contact  with  the  mucous  membrane.  The 
surrouiulin<^  skin  should  be  protected  by  white  precipitate 
ointment  (5  grains  to  the  ounce).  In  the  more  severe  cases 
silver  solutions  (1  to  5  per  cent,  protargol  or  ai^>Tol)  may  be 
used  instead  of  tlie  above  lotions.  Sup])()sit()ries  contain- 
in<r  n  crains  of  salol  in  cocoa-butter  mav  be  introduced  into 
the  vagina  two  or  three  times  dailv.  General  cleanliness 
should  be  strictly  observed,  and  the  use  of  a  sulphur  bath 
everv  other  ni;^ht  is  often  helpful. 

In  the  go)ioirhoeal  cases  treatment  must  be  even  more 
energetic.  As  I  have  already  told  you,  this  form  of  the 
disease  is  highly  coiitaj;i(uis.  and  the  patient  should  therefore 
be  strictly  isolated  and  the  utmost  care  taken  to  prevent 
the  carrying  of  infection  by  napkins,  washing  utensils, 
sheets,  etc.  All  such  articles  should  be  thoroughly  disin- 
fected before  lH'iii<r  wash(>d.  The  local  treatment  is  the 
same  in  principle  as  that  employed  in  simple  cases,  but 
stronger  antiseptics  are  required  {e.g.,  perchloride  1  in  2,000, 
protargol  5  to  1<>  per  cent.,  argyrol  5  to  25  per  cent.).  A 
ilia])er  or  pad  sliould  be  worn  to  prevent  the  child  carryinj^  in- 
fection to  tlie  eyes .  Quarantine  shoukl  be  continued  for  some 
time  after  all  oi^anisms  have  disappeared  from  the  discharge. 

In  o])stinato  cases  of  either  form  the  use  of  vaccines  may 
prove  helpfu!.  pre])nred  for  choice  from  cultures  obtained 
from  the  dischar<je.  In  the  gonorrhoeal  variety  this  treat- 
ment has  often  given  good  results,  even  where  a  stock  vaccine 
is  employed.  Tn  the  case  of  a  child  six  months  old  one  may 
begin  with  an  injection  of  50  millions,  which  is  repeated 
every  fifth  day,  the  dose  being  increased  by  10  millions  each 
time.  After  five  injections  have  been  given  the  interval  may 
be  extended  to  ten  days. 
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SOME  COMMON  SYMPTOMS  OF 
DISEASE  IN  CHILDREN  AND  THEIR  DIAGNOSTIC 
SIGNIFICANCE 

Gentlemkn, — Tlu)se  of  you  who  have  attended  much  in 
the  out-patient  department  must  have  been  struck  by  the 
fact  that  the  number  of  actual  c  oniplaiiits  for  Axliich  children 
are  brought  to  the  liospital— that  is  to  say.  the  things 
noticed  wTong  by  the  mother — are  comparatively  few  in 
number.  And  that,  after  all,  is  inevitable.   A  young  child 
is  tinabte  to  express — even  supposing  he  is  able  to  experi- 
ence— those  multifarious  abnormal  sensations  which  make 
up  what  we  call  the  symptoms  of  disease  in  grown-up  people. 
And  it  follows  from  this  that  .\our  diagnosis  must  always 
rest  mainly  upon  the  results  of  your  objective  examination. 
Now,  I  need  hardly  tell  you  that  therein  lies  one  of  the  great 
diflSculties  of  children's  practice— you  get  so  little  help  from 
your  patient.    The  more,  therefore,  is  it  tiecessar\  for  you 
to  study  as  carefully  as  you  can  such  symptoms,  few  though 
they  be,  as  the  friends  of  the  child  have  been  able  to  observe. 
I  thought,  therrfore,  that  w©  might  profitably  spend  our 
time  in  this  lecture  if  \vc  took  up  together  the  study  of  the 
commoner  symptoms  which  children  present,  and  tried  to 
arrive  at  some  idea  of  their  value  in  diagnosis. 

WASTING.* 

Tim  first  symptom  that  I  wish  to  direct  your  attention 

to  is  one  which  occurs  with  very  great  frequency  in  the  out- 

*  Tliis  fiubject  was  also  dealt  with  in  Lectin o  IX.,  but  as  it  is 
approached  here  from  ft  somewhat  different  point  of  view,  I  have 
allowed  it  to  stand. 
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patiriit  (li'paitiiiL'iit.  It  is  tluit  spukoii  of  as  nnsting.  With 
regard  to  this  svinptoin,  1  wuukl  say,  first  of  all,  that  it  may 
be  due  on  the  one  hand  to  very  serious  organic  disease,  or 
on  the  oti  :  hand,  to  coniijaratively  trivial  disorders  of 
health.  And  what  you  have  always  to  tlo  when  a  child 
comes  before  you  presenting  wasting  as  one  of  the  chief 
symptoms,  is  to  eliminate  so  far  as  ymi  can  the  pcfisibility 
of  orjj;aiiic  disease  before  you  <j;o  fiirtlier.  In  the  case  of 
young  infants  there  are  three  organic  diseases  whieli  are 
specially  apt  to  be  accompanied  by  wasting  as  their  chief 
svmptoni.  The  first  of  these  is  rotiffOiifdl  sifphili^s.  the 
seeontl  is  tuberculosis,  and  the  third  is  a  latent  empyema. 
With  regard  to  the  first  of  those  there  should  be  no  difficulty  ; 
you  should  easily  be  able,  by  inquiring  into  the  family 
history,  and  by  exaininiii<^  for  sueli  symptoms  as  snuffles, 
cranio-tabes,  rashes,  aiul  other  manifestations  of  inlierited 
specific  disease,  to  recognize  that  it  is  syphilitic,  or  exclude 
tliat  disease  as  a  cause  of  the  wastini;.  If  you  are  still  in 
doubt,  you  will  often  find  that  by  the  therapeutic  test — 
that  is  to  sa\-,  by  the  administration  of  gray  powder — you 
can  tell  within  a  very  short  time  whether  such  a  taint  is 
present  or  not  ;  for  syphilis  may  cause  wasting,  even  tliough 
present  in  only  a  small  degree.  With  regard  to  tuberculosis 
in  young  infants  it  is  very  much  more  difficult  to  be  cer- 
tain :  in  fact  I  would  say  that  often  you  cannot  be  certain 
of  it  at  all.  because  tuberculosis  may  have  attained  a  very 
widespread  degree  t)f  development  before  it  produces  an;^- 
pronounced  physical  signs.  Often  in  such  cases  you  must 
remain  in  doubt,  and  watch  the  effect  of  treatment.  If 
under  treatment  tlirected  to  the  symptoms  the  wasfai^,  -till 
continues  and  becomes  progressive,  then  yo'i^-  •^nspici  -n  thit 
you  are  dealing  witli  a  case  of  tubercuh  ■  is,  of  ui'-e, 
greatly  strengthened.  But  as  a  mutter  of  fact  it  av  >ine- 
times  be  only  on  the  post-mortem  table  that  the  nature  of 
the  case  will  be  made  clear.  There  is  nothing  more  difficult 
than  to  diagnose  accurately  be*  veen  a  ca.se  of  tuberculosis 
in  a  young  infant  and  one  of  --  -called  simple  marasmus. 
With  regard  lo  the  third  of  conditions  I  mentioned, 
Intent  empyema,  yon  should  fi.  ^  no  difficulty.  You  can- 
not miss  it  if  you  will  examine  the  child  carefully  and 
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systematically,  particularly,  of  curse,  at  the  baseb  of  the 
luags.  Not  iong  ago  a  child  was  sent  here  with  the  hwtory 
that  he  had  8U«tered  from  measles  a  month  or  two  previously, 
and  that  he  had  been  wasting  ever  since.  He  had  been 
under  treatment  outside,  but  had  made  no  progress  to- 
wards recovery,  rather  going  from  bad  to  worse.  He  was 
sent  here  under  the  impression  that  he  was  suffering  from 
tuberculosis,  and  it  was  thought  that  nothing  further  could 
be  done.  On  examination  we  found  marked  dulness  at 
on©  base,  with  signs  of  fluid.  On  putting  in  a  needle  pus 
was  obtained,  and  after  its  evacuation  the  child  at  once 
improved,  and  made  an  uninterrupted  recovery.  So  there 
is  the  chance  that  even  where  a  child  is  under  skiUed  obser- 
vation an  empyema  may  be  overlooked,  because  it  may 
have  produced  no  sign  other  than  that  of  contmual  and 
progressive  wasting. 

Of  the  non-organic  diseases  which  may  produce  wasting 
as  one  of  their  chief  signs  in  young  infants,  the  principal 
are  disorders  ol  digestion  and  unsuitable  feeding.  As  a 
matter  of  fact,  these  are  by  far  the  commonest  causes  ^ 
this  symptom  ;  either  the  child  does  not  get  enough  nourish- 
ment", or  he  gets  it  h  an  unsuitable  form,  with  the  natural 
consequence  that  in  both  cases  continuous  loss  of  weight 
is  manifested.  Hence  in  the  majority  of  such  cases  your 
chief  duty  will  be  to  inqmre  into  the  nature  of  the  feeding  and 
of  the  food  given,  and  to  rectify  any  errors  which  you  find. 

When  you  come  to  inquire  into  the  causes  of  WftStinf 
in  older  children,  you  will  find  again  that  there  is  one  great 
organic  disease  which  is  particularly  apt  to  produce  that 
symptom,  and  I  need  hardly  say  1  refer  to  tuberculosis. 
Some  of  you  saw  among  my  out-patients  this  mommg  a 
chad,  aged  three  and  a  half  years,  who  was  brought  with 
a  history  of  wasting  ;  nothing  else  had  been  noticed,  except 
that  the  child  sweated  at  night.  On  examination,  however, 
we  were  able  to  find  without  difficulty  unequivocal  signs 
of  fairly  widespread  tuberculosis.  The  comnvMiest  func- 
tional disease  which  you  are  apt  to  mistake  for  tuberculosis 
is  that  chronic  form Df  dyspe^-  ^a  which  occurs  in  children 
at  about  the  period  of  second  dentition,  and  to  which  1  am 
so  often  drawing  your  attention  in  the  out-patient  room. 
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You  knovv  the  liislorv — tin-  cJiild  is  s(>ut  tip  with  the  state- 
meut  that  he  has  wasteil,  that  he  has  a  cough,  that  he  has 
no  appetite,  and  perhape  that  he  has  certain  nervouR  dis- 
turbances, »uch  as  headache  or  restlcssiu'ss  at  iii^lit.  Such 
canes  are  constantly  dia<,Mi(>sed  as  tuhercidosis  when  they 
are  not  so  at  all.  And  the  mistake,  after  all,  is  not  an 
unnatural  one,  for  there  m©  many  signM  oonneclsd  with 
tliem  which  in  tlic  adult  one  is  aeeustoined  to  associate 
with  phthisis  ;  the  child  has  been  losing  weight,  has  lost 
appetite,  and  has  a  cough.  Those  who  see  little  of  children 
and  much  of  adults  are  apt  to  conclnde  that  these  signs 
mean  phthisis  in  a  <  liild,  just  as  they  wouhl  ri^litly  make 
one  suspicious  of  phthisis  in  a  grown-up  person.  You 
should  know  that  many  such  cases  are  simply  examples  of 
chronic  gastric  catarrh  associated  with  pharyngitis,  or 
enlargement  of  tonsils,  or  adenoid  growths,  and  they  can 
be  perfectly  cured  if  they  are  put  on  a  suitable  diet  and 
the  condition  of  the  throat  attended  to. 

couaH. 

I  will  next  pass  to  the  consideration  of  another  symptom 
which  is  particularly-  common  in  chikb-en,  and  that  is 
cough.  Of  cough  as  a  symptom. in  children  I  would  say 
first  that  it  wouki  be  a  mistake  to  suppose  that  it  is  alwa\  s. 
or  indeed  usually,  the  result  of  respiratory  disease.  The 
majority  of  coughs  in  children  are  not  due  to  any  abnormal 
conation  of  the  lungs  or  Invtnchi  at  aB.  It  is  aS  the  more 
necessary  that  you  shouki  be  warned  of  this,  because 
frequently  tne  mother  makes  the  diagnosis  herself,  and 
instead  of  say  ing  the  child  is  suffering  from  cough  she  will 
say  he  has  'bronchitis.'  and  so  you  are  apt  to  be  misled. 
Statistics  were  collected  by  Dr.  Parkinson*  from  one  of  the 
children's  hospitals  in  London  on  this  subject,  and  he  found 
that  of  a  lai^e  number  of  consecutive  cases  of  cough,  fully 
40  per  cent,  were  due,  not  to  di<ease  of  the  respiratory 
organs,  but  to  abnormal  conditions  in  the  throat,  whereas 
only  31  per  cent,  were  due  to  disease  in  the  chest.  So  you 
see  there  was  acttially  a  clear  majority  of  cases  in  which 
*  Brit.  Med.  Joum.,  1899,  ii.,  p.  465. 
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the  ((lugh  was  due  to  the  throat.    1  think  there  is  no  more 
important  point  to  realize  about  cough  in  childhood  than 
that.  The  aknormal  conditions  o!  the  throat  \vlu(h  may 
give  liM'  to  cough  ill  children  are  three  in  number.  You 
may  Imve  simple  pharyngitis,  or  enlargemeni  of  the  tonsils, 
usually  existing  with  adenoids,  or  elongation  of  the  uvula. 
These  three  conditions  may  occur  togetht-r,  as  I  need  liardly 
say.  or  you  may  have  combinations  of  any  two  or  all  three 
of  them  in  an>  one  ease.    Now,  from  the  character  of  the 
cough  you  can  often  infer  what  is  likely  to  be  its  cause  in 
any  particular  case  which  conies  before  you.    For  instance, 
in  simple  pharyngitis  it  is  usually  a  dry  tickling  cough, 
txjcurring  at  frequent  intervals.   In  adenoids  it  is  rather  of 
a  choking  character,  often  accompanied  by  vomiting,  and 
frequently  also  by  cpistaxis.    On  the  other  hand,  the 
cough  wlxich  is  associated  w  ilh  an  enlarged  uvula  is  charac- 
terized by  the  fact  that  it  comes  on  when  the  child  lies 
down,  because  the  uvula  falls  back  into  the  pharynx  and 
irritates  the  posterior  wall. 

When  vou  come  to  consider  cough  arising  from  irritation 
ia  the  bronchi,  you  will  often  have  to  face  the  problem.  Is 
it  simple  broncliitis.  or  is  it  whooping-cough  ?    Now,  that 
is  a  question  which  it  is  not  always  easy  to  answer,  although 
it  is  one  to  which  the  mother  expects  you  to  be  able  to  give 
an  exact  and  definite  reply.    Althf)ugh  you  cannot  be 
certain  always  about  the  existence  of  whooping-cough,  there 
aie  certain  things  which  should  make  you  suspicious  of  it. 
And  first,  the  cov^h  of  whooping-cough  is  essentially 
paroxysmal,  it  tends  to  occur  especialh-  at  .light,  and  it  is 
of  ten  "followed  by  vomiting.    When  you  examine  the  child 
you  find  that  the  cough  is  out  of  aU  proportion  to  the  severity 
of  the  physical  signs.    There  may  be  only  a  few  l.n.iu  liitic 
signs  in  the  lungs,  although  you  are  told  that  the  cough  is 
one  of  very  great  severity.    You  will  frequently  find  also 
that  there  is  a  sublingual  ulcer,  w  hich  is  of  real  value,  because 
it  may  occur  before  the  cough  has  begun  to  take  on  the  true 
whooping  character.    There  is  another  thing  which  you 
will  notfce  on  examining  a  child  whom  you  suspect  to  have 
whooping-cough,  and  that  is  that  he  looks  puffy  about  the 
eyes  ;  the  congestion  of  the  head  and  face  which  the 
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paroxysm  occaHioiis  U-ads  to  ptilliiu'.ss,  wliu  h  to  the  ex- 
IH-rieJieed  eye  w  often  HU«p}ci«.UH.    You  will  be  apt  to  miH- 

take  for  uhoo|.iii^r-,.,,,igh  the  .oii^h  which  you  nvt  fmni 
pressure  upon  the  ne.ve«  in  the  chest  caused  l.\  enlarged 
bronehial  fflmdt.    In  such  a  ease  the  history  im\y  of 
some  vahu>.  because  you  know  that  whooping-cough  rarelv 
occurs  twice  in  the  sa?ne  child,  and  if  there  is  a  historv  .if 
his  having  luul  an  attack  of  vvh(.oping-cough,  and  if  he 
deyelopH  a  similar  sort  of  cough  again,  the  chances  are  that 
it  is  not  true  pertussis  on  the  second  occasion.    The  other 
sort  of  cough  which  may  simulute  w hoopinjr-coii^h  is  that 
which  you  get  in  bronchiectasis.    But   bronchiectasis  is 
not  particularly  common  in  chihlren,  and  from  the  clubbing 
of  fingers  and  sij^ns  ..f  cavities  in  the  Inn^rs.  and  the  char- 
acter of  the  expectoration,  there  sliould  be  no  difficulty 
in  making  the  diagnosis. 

When  you  have  exchided  the  causes  of  cough  which  I 
liuve  mentioned,  those  in  the  \um^s  and  tli.  .M.  d„(.  f,,  the 
state  of  the  throat,  there  remain  a  consnleraljle  numlx-r 
in  which  you  can  find  no  definite  cause  at  all.  Some  of 
these  are  certainly  due  to  uastro  intestinal  disorders.  There 
is  in  cliihlren,  I  think,  such  a  tiling  as  stomach  cough  ;  at 
all  events,  you  find  children  who  have  a  constant  ((uigj, 
which  persists  until  the  state  of  the  digestive  oi^ans  is 
attended  to.  And  some  people  have  even  described  a 
cough  as  the  result  <.f  the  pn  sence  of  worms  and  the  reflex 
irritation  which  they  produce. 

Finally,  there  is  an  extremely  uncommon  form  of  cough, 
but  one  which  i;  is  well  to  be  familiar  with,  and  that  is 
the  hysterical  cough.    I  remember,  shoitl_)  after  I  started 
seeing  out-patients  here  .some  years  ago,  a  boy  being  brought, 
who,  as  he  sat  in  the  waiting-rcom.  kept  on  every  half  minute 
or  oftener  giving  out  a  curious  kind  of  .short  cough.  I 
examined  him  without  finding  any  cause  for  it,  antl  from 
the  history  of  the  ca.se  and  tlic  general  impression  one  got. 
I  came  to  tlie  conclusion  tliat  it  was  hysterical.    Tiidcr  the 
influence  of  suggestion  and  one  or  two"^ doses  of  valerian  the 
cough   stopped  abs.-.lntely  in  twenty-four  hours.  More 
commonly  the  hysterical  cough  is  not  of  that  sort  :  it  is  of 
tlu!  typical  barking  character  met  with  in  okler  subjects. 
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PYREXIA. 

The  next  symptom  1  wish  to  consider  with  you  is  pyrexia, 
or  fever,  as  an  indication  oi  disease  in  chiWren.  I  meaa  hy 

that  cases  in  which  pyrexia  is  the  only  symptom-  where  a 
child  is  brought  to  you  by  the  mother  because  he  is  hot  and 
feverish,  ami  nothing  else  has  been  noticed  MTong.  Hiew 
are  often  eases  of  great  difficulty,  and  always  of  very  great 
anxiety  in  practice,  because  pyrexia  may  be.  and  often  is, 
a  sign  of  serious  disease  coming  on— disease  which  may  be 
of  an  infectious  nature  ;  and  one  always  wants  to  make 
certain  at  the  earliest  possible  moment  what  the  cause  of 
the  fever  is.  The  first  thing  to  look  for  are  signs  of  the 
acute  specific  fevers.  You  should  examine  the  child  care- 
fully for  one  of  these,  particularl\  for  scarlet  fever  and 
measles.  In  scarlet  fever  examine  the  throat  for  erythema, 
and  look  for  the  early  signs  of  eruptit)n,  remembering  that 
it  comes  out  first  about  the  chest  and  neck.  In  meastes 
look  carefully  for  catarrhal  signs  or  indications  of  con- 
jr.nctiviti.s  ai"l  running  of  the  nose.  Examine  for  a  rash 
about  the  fo  ehead  and  head.  If  ♦he  rash  is  not  yet  out, 
look  for  KoplikV  spots,  which  are  of  very  consid(>rable 
value  in  the  early  diagnosis  of  measles.  I  need  hardly  say 
you  should  also  inquire  into  the  history  as  regards  the 
possibility  of  any  exposure  to  infection  to  one  of  the  acute 
specific  fevers.  Failing  the  discovery  of  any  of  those.  I 
advise  you  to  look,  especially  in  young  infants,  for  signs 
of  pneumonia.  I  saw  in  consultation  the  other  day  a  baby 
who  had  suddenly  become  feverish  about  three  or  four  days 
prcviousl}-.  Xo  physical  signs  were  discovered  by  careful 
examination,  which  had  been  repeated  several  times  after 
the  child  was  taken  ill.  When  I  saw  the  child  there  was 
little  to  be  made  out.  but  at  the  tip  of  one  lung  there  was 
a  small  patch  of  tubular  breathing  and  dulness,  indicating 
the  development  of  apical  pneumonia.  In  addition  the 
child  had  the  characteristic  grunting  pneumonic  breathing  ; 
and  o!io  had  no  hesitation  in  saying  that  the  cause  of  the 
fever  was  a  small  patch  of  croupous  pneumonia  at  the  top 
of  one  lung.   That  is  a  frequently  ovrarlooked  cause  of 
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pyrexia,  ah  I  know  from  my  own  fxpcrienie.  1  »houUl 
therefore  advise  you  in  any  case  of  acute  fever  coming  on 
in  a  youii*;  infant  to  exanUne  the  apices  of  the  lungii  with 

particular  t  are,  hccausr  a  patcli  of  pnrnmonia  s(>  *niall  as 
t(»  Ih>  fasily  ovrrlDokftl  on  phy.xiial  fxaminatioa  may  \ft 
be  the  etmm  of  very  high  temperature.  Ano**icr  cause  of 
f«>v*-r  ul)i(-h  it  ia  important  yon  >lioul(i  remember  w  Bevts 
gaftritif.  I  remember  seeing  a  child  a  few  years  ago  of 
about  two  or  three  years  of  age  who  had  l)epn  Kei/,ed  with 
high  fever  with  some  alxloniinal  ti-ndcrncss  and  vomiting, 
ani.  tlic  (|iicstioii  aroM'.  What  was  tlw  cause  of  the  symp- 
toms {  Various  things  were  NUggcnted,  ami  fmally  it  was 
thought  that  the  ehild  wa«  suffering  from  appendicitis,  and 
the  possihiiity  of  operation  was  fonteinjdated.  But  the 
whcde  ease  cleared  up  entirely  after  the  adininiNtratioit  <f 
a  few  (loses  of  cahmud.  This  was  a  case  of  acute  gastritis 
accompanied  l>y  high  fever.  Sometimes,  indeed,  the  fever 
in  sui  h  a  case  is  very  high,  and  may  he  accompanied  by 
rigors.  Another  diseaKc  which  you  should  never  forget 
the  possibility  of  where  fever  is  present  and  nothing  else, 
is  otitis  media.  Usually  in  sueh  a  case  there  will  be  signs 
of  earache  in  addition,  The  child  will  manifest  paiti  or 
discomfort  ui  the  ear  ;  and  if  you  suspect  inflammation  the 
best  thing  you  can  do  is  to  exnmtne  the  membranes,  and  if 
necessary  puncture  them.  an<l  if  you  do  so  ymi  nia\  often 
find  a  small  quantitx  (.f  ,sero-])in  iil<'nt  matter  escape  witli 
the  immediate  relief  of  all  the  sy ni|)tom8. 

Another  cause  of  fever  in  children  which  you  are  apt  to 
overlook  is  acute  rheumatism  when  the  joints  an-  not 
affected.  Not  long  ago  a  boy  was  atlmitted  to  one  of  my 
beds  here  who  had  acut«  fever,  and  in  whom  careful  phytnical 
examination  revealed  ahs<  lutely  nothinj;  w  rong.  But  there 
was  one  suspicious  point,  .vhich  wa«  that,  although  he  ha  1 
a  temperature  of  103°  F.,  he  was  sweating  piofuseix ,  and, 
further,  he  looked  like  a  child  of  the  'rheumatic  diathesis,' 
as  it  is  called.  Acting  upon  that  .suspicion,  wc  gave  him 
salicylate  of  soda  in  full  d«)ses.  His  temperature  came 
down  with  a  run,  and  a  few  weeks  later  he  had  developed 
a  definit,'  cardiac  bruit.  This,  then,  was  a  case  of  acute 
rheumatic  fever  without  any  joint  manifestations.  Such 
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vfiHVH  an*  iu>t  I'omiuui),  but  when  they  tlo  occur  it  w  very 
iin|><>rtnnt  that  y(  n  tihnulcl  be  able  to  recngnize  them, 
becaiis«-  it  villi  allow  rbeiinuitWBi  in  a  child  to  ^o  on  un- 
treated for  a  f)  .\  days,  yon  rim  a  j;rcat  ri>k  of  ciidocarditin 
developing  and  pi-ruiancnt  cardiac  disease  being  the  result. 

There  in  in  yming  infantti  a  cauite  of  acute  fever  which 
yo»i  should  never  overlook,  and  it  i*t  one  which  is  especially 
apt  to  escape  the  olist-rvation  of  a  physician,  and  that  is 
osteo-myelitis.  I  have  seen  a  child  lie  in  the  metiical  ward 
of  a  hospital  for  t<ome  dayn  with  rcute  fever,  the  cause  of 
whicli  was  not  explaiiinl  It  died,  and.  post-niortetn.  one 
radius  was  found  entirely  surrounded  by  a  layer  of  pus. 
That  IH  not  unlikely  to  happen  to  you  in  practice,  and  the 
moral  in,  when  you  have  a  case  of  acute  fever  with  no  other 
signs  in  a  yoimn  child,  you  should  always  examine  the 
bones  with  great  care  for  signs  of  tentlcrness  and  swelling, 
always  bearing  in  mind  the  possibility  that  the  fever  may 
lie  tlH>  result  of  acute  suppurative  periostitis  or  osteo- 
myelitis. Another  point  of  great  importance  is  that  in 
every  case  of  acute  fevei  \ ou  should  examine  the  throat  for 
tonsillitis,  which  is  usually  of  the  follicular  sort.  I  have 
seen  several  ease's  where  it  was  a  dillicult  matter  to  defcr- 
inine  the  cause  of  the  fever,  but  where  the  whole  case  was 
cteared  up  by  looking  down  the  child's  throat.  It  should 
be  ijoiu  as  a  pi.ittei  ot  i-citiiu'  in  every  case. 

In  older  chiklren  enteric  fever  will  certainh-  give  you  a 
good  deal  of  tronbi.  .  I  have  known  several  errors  in 
diagnosis  made  from  not  recogiiizing  the  possibility  of 
enteric  fever  being  the  cau.se  of  the  pyrexia.  Such  a  thini; 
happened  to  me  the  other  day.  1  had  a  child  in  hospital 
who  was  admitted  with  a  moderate  d^ree  of  pyrena. 
There  were  some  hronehitic  signs  in  the  lungs,  rather  pro- 
nounced, but  nothing  more.  The  child  looked  tuberculous, 
and  one  concluded  on  the  whole,  seeing  that  there  wa3 
no  cnlai^ement  of  spleen,  and  no  spots  or  anything  else, 
that  it  was  probably  tuberculosis,  and  wo  were  prepared 
to  treat  it  on  that  assumption.  But  as  time  went  on  one 
noticed  that  the  temperature  gradually  mounted  up,  and 
then  the  spleen  to  be  palpable .  The  Widal  reaction 
was  tried,  ami  definite  clamping  occtured  at  once.  That, 
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of  course,  made  tlic  diaynosis  clear.  Xow.  such  a  mistake 
as  that  is  very  easy  to  fall  into.  The  recognition  of  enteric 
fever  in  young  children  is  more  difficult  than  it  is  in  grown- 
up patients,  and  if  you  have  fever  for  which  you  can  fintl 
no  other  cause,  even  in  the  absence  of  enlargement  of  the 
spleen  or  other  signs,  bear  in  mind  the  possibility  that 
yon  may  have  to  do  with  a  case  of  i  'eric  fever,  and  by 
having  the  Widal  reaction  done,  or  by  estimating  the  number 
of  leucocytes,  try  to  arrive  at  an  exact  diagnosis. 

There  are  also  other  cases  of  fever  of  apparently  intes- 
tinal origin  besides  the  enterie-  cases.  Amongst  these  are 
the  so-called  food-fever,  wliicli  appears  to  be  due  to 
an  excess  of  carbo-hydrates  in  the  diet,  along  with  con- 
stipation ;  cases  of  para-typhoidi  infection,  and  eases  of 
mucous  colitis.  Tn  all  of  these  fever  may  be  the  chief  or 
only  sign  of  disease. 

Acate  titbercalosis  may  also  cause  high  fever  with  no 
other  physical  signs  until  it  terminates  in  tuberculous 
meningitis.  I  have  already  dealt  with  its  diagnosis  when 
speaking  of  tubticulosis  in  childhooil. 

There  is  a  cause  of  fever  in  infancy  which  is  of  rare  occur- 
rence, but  which  it  is  extremely  important  that  you  should 
recognize  when  it  does  occur,  and  that  is  acute  pyelitis. 
Last  summer  I  was  called  in  consultation  to  see  a  baby 
who  presented  some  rather  puzzling  features.  She  was  a 
girl  of  a  few  months  old  who  had  for  some  weeks  been 
running  a  very  high  temperature  with  occaoional  remis- 
sions, and — ^this  is  one  of  the  suspicious  and  important 
points — accompanied  at  times  by  definite  rigors.  On 
inquiry  into  the  state  of  the  urine  it  was  found  to  contain  pus. 
One  then  felt  certain  that  it  was  a  case  of  pyelitis.  Further 
examination  showed  that  the  urine  contained  the  Bndllus  coli 
commnnis.nnd  <n\  giving  the  child  alkalies  mi  full  doses,  which 
is  the  right  tieaUuent  in  such  cases,  tlie  temperature  speedily 
came  down. 

INABILITY  TO  TALK. 

Passing  from  pyrexia,  I  want  to  take  up  together  two 
symptoms  which  mothers  frequently  complain  of  in  tiieir 
infants.   One  of  these  is  ina^Uity  to  talk  at  the  proper  age, 
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and  the  other  is  inability  to  tcalk.  If  a  child  is  brought  t(» 
you  because  of  inability  to  talk,  \  ou  should  bear  in  mind 
that  there  are  only  a  few  possibilities  which  you  need  con- 
sider. In  the  first  place,  of  course,  the  child  may  be  a  deaf- 
mute.  I  ^uch  a  case  \ou  will  find  quite  a  clear  history 
that  trie  ciiiid  i?  absolutely  deaf,  and  you  will  sometimes 
find  that  there  is  history  of  several  similar  cases  having 
occu  r<  li  ill  the  saiae  family.  Such  cases  shoxdd  not  present 
ny  ^..  i  '  'liiiieulcy  in  the  matter  of  diagnosis.  You  find, 
again,  that  some  children  are  unable  to  talk  at  the  proper 
time  because  of  mental  deficiency,  or  else  because  of  back- 
wardness short  of  actual  mental  deficiency.  These  cases 
are  more  difficult  to  recognize.  You  should  examine  the 
child  for  the  physical  stigmata  of  mental  deficiency,  for 
cranial  abnormalities,  and  the  other  signs  which  you  know 
to  be  the  outward  expression  of  retarded  development  of 
the  brain.  But  in  the  lesser  d^ees  of  mental  deficiency 
where  such  pliysical  signs  are  absent  or  are  not  prf)nounced, 
you  may  often  be  in  doubt  as  to  whether  that  is  truly  the 
cause  of  the  child  being  backward  in  talking. 

Pathological  conditions  in  the  throat,  especially  adenoids 
and  enlarged  tonsils,  may  be  a  cause  of  difficulty  in  learning 
to  talk  ;  I  cannot  exaggerate  to  you  the  importance  of  this 
fact.  I  should  say  that  the  great  majority  of  children  I 
have  seen  who  were  brought  to  me  because  they  were  unable 
to  talk  at  the  proper  age  were  suffering  from  some  abnor- 
mtdity  of  the  throat.  A  typical  case  of  this  kind  was  that 
of  a  girl  two  years  and  three  months  old,  who  was  brought 
by  her  mother  because  she  was  unable  to  talk,  although 
'she  made  violent  efforts  to  do  so.'  The  mother  said  the 
child  heard  wtll,  she  was  obviously  quite  intell^ent,  and 
the  only  thing  oiw  could  make  out  on  physical  examination 
was  the  presence  of  an  enormous  mass  of  adenoids  in  the 
naso-pharynx.  These  were  removed  by  operation,  and 
five  months  later  the  nto^er  wrote  that  the  child  was  talking 
well.  That  is  a  clear  and  typical  instance  of  what  I  am 
referring  to,  and  I  could  quote  dozens  of  such  cases  almost 
which  I  have  seen  in  the  out-patient  room  here  and  else- 
where. It  is  difficult  to  say  in  such  a  case  why  it  is  that 
adenoids  make  it  difficult  for  the  child  to  learn  to  talk. 
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The  motluT  is  j)n)hal)ly  correct  when  she  says  tliat  the 
child  does  hear,  but  the  possibility  is  that  he  does  not  hear 
quite  distinctly,  not  well  enough,  at  all  events,  for  him  to 
learn  to  imitate  tlie  speecli  of  other  people.  Whether  it  is 
that,  or  whether  the  adenoiils  impose  a  mechanical  obstacle 
to  the  movements  of  the  soft  palate  I  do  not  ^mow,  but  I 
know  if  a  child  is  brought  to  you  with  the  complaint  that 
he  cannot  talk,  and  yoti  find  adenoids  })resent  in  larjre 
amount,  you  can  promise  with  almost  complete  eoiiHdence 
that  if  the  adenoids  are  removed  the  speech  will  become 
perfectly  natural. 

A  rare  cause  of  this  lack  of  the  ability  to  speak  is  tongue- 
tie.  Mothers  think  it  is  a  common  a'^ection,  and  most  chil- 
dren who  have  ditliculty  in  learning  to  talk  are  popularly 
believed  to  suffer  from  it.  Xow.  1oii<iuc-tie  does  occur,  but 
it  is  very  lare.  1  can  only  recall  at  this  moment  three  well- 
marked  cases  of  it,  and  I  doubt  if  it  ever  does  produce  true 
inabilily  to  talk— that  is  to  say.  real  dumbness.  It  may 
cause  ditficulty  in  talkiny  clearly  and  in  jnoiiouiiciTifr  certain 
consonants  for  which  the  tongue  is  partiiularh  required, 
but  \()u  must  distinguish  that  from  inability  to  talk  at  all. 
A  still  rap  !-  cause  of  inability  to  talk  is  congenital  aphasia, 
a  I'onditioji  of  which  I  have  never  met  with  an  example, 
but  which  is  described  as  ojie  of  the  occasional  congenital 
defects  of  childhood. 

IXAHILITY  TO  WALK. 

•Vow.  to  tur'i  to  the  kindred  symptom  inal)ility  to  walk. 
Theie  \(m  have  to  recognize,  1  think,  two  groups  of  cases  : 
first,  those  in  which  the  child  has  never  walked  at  all  from 
birth  :  and,  second,  those  in  which  the  child  has  at  one 
time  or  anotlier  been  able  to  walk,  but  has  gone  'off  his 
legs,'  as  the  mother  puts  it. 

First,  with  regud  to  those  who  have  never  wftlked. 
There  you  have  three  possibilities  to  deal  with  :  cither  the 
child  is  the  subject  of  rickets,  or  of  some  form  of  paralysis, 
or  it  is  a  case  of  mental  deficiency.  N<m,  in  rickets  the 
difficulty  is  merely  one  of  walking.  Whilst  the  child  sits 
on  his  mother's  lap  he  can  move  his  legs  about  freely, 


COMMDN  SVMl'IOMs  ANK  TIll'.lR  SIOXIFICANTK  34:5 


wluTcas  in  cases  of  paralysis  the  child  is  not  only  unable 
to  walk,  but  he  cannot  move  the  affected  limbs  even  when 
!«itting.  In  rickets  you  will  find  also  the  other  general 
sio;iis  of  the  disorder— ^Milargenient  of  the  epiphyses,  de- 
formity of  the  chest,  and  so  on  ;  the  knee-jerks  also  are 
unaffected,  whereas  in  paralysis  they  are  exaggerated  or 
dimii  bed. 

Of  paralysis  as  a  cause  of  inability  to  walk  there  are  two 
chief  varieties  :  one  is  infantile  paralysis,  the  other  is  spastic 
or  cerebral  paralysis.  Infantile  paralysis  usually  comes  on 
definitely  at  some  period  subseqtient  to  birth,  whereas 
spastic  paralysis  is  often  congenital.  In  infantile  paralysis 
vou  will  find  the  knee-jerk  on  the  affected  side  diminished 
and  the  mviscles  atrophied.  In  sjjastic  paralysis  you  will 
find  the  knee-jerk  exaggerated  and  the  muscles  of  the  limb 
well  developed. 

Mental  d«flcx«Bey  you  will  recognize  by  the  other  general 
signs  of  mental  impairment  which  I  have  mentioned  before. 
Never  forget,  however,  the  possibility  that  children  may 
be  unable  to  walk  from  surreal  reasons  as  well  as  medical. 
I  have  seen  cases  of  congenital  double  ditilocution  of  the  hip 
))rodu(  e  great  delay  in  learning  to  walk,  and  such  cases  are 
apt  to  be  overlooked  by  the  physician  whose  mind  is  fixed 
upon  medical  points . 

When  a  cluld  \vl»o  has  liitlierto  been  able  to  walk  'goes 
off  his  legs.'  you  are  dealing  with  a  different  order  of  cases. 
.Manv  children  who  have  had  an  aente  illness  will  go  off 
their  legs  for  a  long  time  after  that  illness,  although  you 
can  find  no  special  cause  for  their  doing  so.  Probably  it  is 
partly  because  of  muscular  weakness,  and  partly  because 
the  child  actually  forgets  how  to  walk  ;  having  only  recently 
acquired  the  rather  difficult  art  of  walking,  he  gets  out  of 
practice  when  laid  up  in  bed  during  an  acute  illness,  and 
when  he  gets  on  to  his  feet  once  more  he  has  to  learn  all 
over  again.  Such  eaires  may  go  on  without  walking  for 
a  long  time,  but  you  may  r«st  assured  that  they  will  walk 
in  time.  Another  cause  of  a  child  going  off  his  legs  is  that 
he  may  have  developed  infantile  paralysis,  but  I  have 
ahready  told  you  how  that  is  to  be  recognized. 

A  rarer  cause  which  it  is  important  to  recognize  is  rhea- 
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matism,  sliglit  degret-s  of  uhkh  af)( ctiiig  the  hip  or  tlu- 
muscles  at  the  back  of  the  knee-joint  or  ankk'  may  cause 
tFie  cliikl  to  go  off  his  legs  on  account  of  p&in. 

Rcincmbcr,  a<iiiiii,  the  possibility  of  suryicil  ciuiscs. 
One  of  the  earliest  signs  of  hip  disease  may  be  that  tiie  child 
goes  off  his  feet. 

HEADACHE. 

The  common  causes  of  headache  in  childhood  are  not 
the  same  as  in  adult  life.  (Jirculutor\-  disturbances,  for 
iiistaiuo.  are  rare  in  early  life,  whilst  'reflex'  headache — 
partiiularly  from  'eye-strain" — is  frequent.  If  a  child  of 
school  age  suffers  from  headache,  I  should  recommend  you 
to  examine  his  refractioii  and  sec  if  there  is  any  hypcr- 
metropia  or  astigmatism,  and  if  you  find  either  to  get  the 
error  corrected  b^-  proper  glasses,  U  \(iu  do  that  you  will 
often  find  that  the  headache  disappears  at  once.  Another 
group  of  causes  of  headache  ina\  be  described  as  toxic; 
constipation  and  biliousness  are  examples,  just  as  in  grown- 
up people,  and  these  are  to  be  met  b_\'  appropriate  remedies. 
Rheumatic  headache  is  not  unconuiion.  the  pain  in  this 
case  being  situated  in  the  scalp.  Fatigue,  either  ph\sical 
or  mental,  may  easily  cause  headache,  especially  in  children 
\\ho  are  growing  fast.  It  yields  rapidly  to  rest  and  tonics. 
Cerebral  tumour,  again,  occurs  with  considerable  fiequency 
in  children,  and  may  be  a  cause  of  severe  headache.  Here 
you  should  inquire  for  other  s\  nii)tom8  of  tumour,  such  as 
vomiting,  and  k)ok  particularly  for  optic  neuritis.  Ade- 
noids are  a  pretty  common  cause  of  headache  in  childhood. 
Here  the  heaiiaehe  is  usually  frontal.  Migraine  also  is  a 
disease  of  comparative  frequency  in  children,  in  whom  it 
occurs  quite  as  often  as  in  gi()wn-;  {)  people,  and  frequently 
with  great  severity.  Hysterical  headache,  on  the  other 
hand,  is  a  condition  of  very  rare  occurrence  in  early  life. 
Lastly,  you  should  never  omit  to  examine  the  urine  in  cases 
of  headache,  as  nn  unsuspected  nephritis  whicli  lias  per- 
haps foUowect  one  of  the  infectious  fevers  may  be  the  cause. 
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CROIJPY  RESl'lKA  ITOX. 

A  symptom  of  very  great  importance,  and  one  which 
produces  great  anxiety  in  the  minds  of  the  friends,  is  that 
sfK^en  of  as  laryngeal  or  croupy  breathing .    You  are  called 
to  a  child  who  exhibits  croupy  breathing,  and  you  have 
to  determine  what  the  cause  of  it  is.    1  need  hardly  say 
at  the  outset  that  the  two  things  you  will  first  think  of, 
quite  rightly,  are  so-called  'croup  '  on  the  one  hand,  and 
diphtheria  on  the  other.    Now,  'croup'  usually  means  a 
catarrhal  laryngitis,  or  it  ought  to  mean  that.   Of  this 
there  are  two  sorts  :  first,  that  in  which  there  is  a  slight 
degree  of  latanh.  but  every  now  and  then  there  is  spasm 
superadtled,  protlucing  croupy  breathing  ;  second,  there 
are  the  more  severe  cases,  in  which  the  catarrh  of  the 
larynx  is  so  great  that  it  causes  considerable  swelling  of 
the  mucous  I'lembrane.  and  prothices  more  or  less  con- 
tinuous obstruction.    The  first  sort  of  case  you  are  not 
likely  to  confuse  with  dipbtiwris,  because  the  historx  is 
that  such  a  child  is  comparatively  well  (huing  tlic  day. 
but  that  during  the  night  attacks  of  croup^\  breathing  come 
on.   The  real  difficulty  arises  in  the  second  group  of  cases, 
in  which  the  catarrh  has  led  to  so  nnit  li  swelling  as  to  pro- 
duce continuous  obstruction.    These  nrc  the  cases  in  which 
it  is  difficult  to  tell  whether  the  disease  is  diphtheria  or 
not.   In  some  cases,  indeed,  the  dii^nosis  may  be  im- 
possible.   But  there  are  certain  points  to  which  you  should 
diiect  your  attention.    Fii-st.  there  is  the  mode  of  onset  in 
the  two  cases.    In  catarrhal  laryngitis  the  onset  is  usually 
more  abrupt  and  severe  than  in  diphtheria,  which  begins 
more  insidiously.    Catarrhal  laryngitis  is  accompanied  by 
a  higher  degree  of  fever.    In  the  second  place,  the  loss  of 
voice  and  congh  are  less  in  catarrhal  laryngitis  than  in 
diplitheria.    In  other  words,  diphtlicria  is  the  more  siler.t 
disease  of  the  two.    If  you  find  signs  of  a  membrane  on  the 
fauces,  of  course  you  need  have  no  difficulty  at  all ;  but  the 
puzzlitig  cases  are  those  in  which  the  diphtheritic  process  is 
confined  to  the  lar\  nx  only,  and  although  the  above  indica- 
tions may  be  of  some  help,  every  now  and  then  you  are 
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bound  to  be  left  in  doubt,  la  such  a  eiiise  the  \vi.se.st  phui  is 
to  act  as  if  it  were  the  more  serious  disease— that  is  to  say, 
isolate  thr  patient  and  give  antitoxin. 

But  tliere  are  otlier  causes  of  croiipy  or  laryngeal  breath- 
ing which  it  is  well  to  bear  in  mind.  It  may  occur,  for 
instance,  as  a  n  suit  of  retro-pharyngeal  abieen,  and  I  have 
known  serious  ini>takes  aIi^<>  in  thi-  way.  If  in  doubt,  put 
your  linger  into  the  i  liilii  s  throat  and  explore  the  pharynx, 
and  see  if  you  can  find  any  indication  of  bulging.  Croupy 
breathing  may  also  occur  in  the  course  of  a  chronic  larjnt- 
gitis,  which  may  be  simply  i  atarrhal  or  the  result  of  eon- 
genital  syphilis.  It  may  occur  also  from  pressure  on  the 
trachea.  b\  enlarge  fooaekial  fUmda,  or,  in  rare  instances, 
by  a n  enlarged  thymus.  1 1  mav  also  be  simulated  bv  certain 
conditions,  the  most  notable  of  which  are  congenital  laryn- 
geal stridor  and  laryngismas  stridolas,  although  there  the 
nature  of  the  attacks  should  leave  you  no  doubt.  Con- 
genital laryngeal  stridor  dates  from  birth,  whilst  laryn- 
gismus stridulus  is  always  preceded  by  a  period  of  apncea, 
followed  b\'  a  long  crowing  inspiration,  which  does  not  re- 
setnble  the  continuous  croupy  breathing  of  laryngeal  ob- 
struction. It  is  always  well  also  to  remendier  the  possi- 
bility that  you  may  be  dealing  with  a  papilloma  of  the 
Ib^ynx.  Two  or  three  years  ago  a  baby  was  brought  here 
in  my  absence  and  seen  by  my  assistant.  The  child  had 
continuous  croupy  breathing,  antl  the  question  arose.  What 
wTis  the  cause  of  it  ?  The  symptom  had  been  noticed  since 
birth,  and  it  was  rightly  thought  that  it  might  be  a  case 
of  congenital  larnygeal  stridor.  The  child  died  .suddenly 
within  a  week,  and  the  post-mortem  examination  revealed 
the  presence  of  laryng^l  papilloma.  I  have  since  seen  two 
cases  where  there  was  continuous  slight  croupiness  of 
breathing,  and  in  which  removal  of  a  papilloma  caused  the 
disappearance  of  the  croup.  lastly,  bear  in  mind  always 
the  possibility  tl.ai  croupy  breathing  may  be  the  result 
of  inhaling  a  foreign  body.  Carcftd  attention  to  the  history 
will  generally  keep  you  right  here,  bccau.se  the  onset  in 
such  a  case  is  always,  of  course,  extremely  sudden. 
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SCREAMING. 

Constant  screaming  is  a  distressing  ami  not  infrequent 
symptom  in  young  children  for  which  you  will  sometimes 
be  eonsulteil.  If  you  have  excluded  hunger  and  temper  as 
causes,  you  may  regard  it  as  a  sign  of  pain,  and  it  will  be  well 
for  you  to  keep  clearly  before  your  minds  the  chief  causes 
of  such  pain,  so  that  you  may  be  able  to  make  a  correct 
diagnosis,  as  you  sometimes  must  do,  by  a  metho<l  of  exclu- 
sion alone. 

Certainly  t!ie  commonest  cause  of  pain  which  results  in 
screaming  in  an  infant  is  colic.  You  will  recognize  it  by 
the  fact  that  the  screaming  is  accompanied  by  diaw  ing  up 
of  the  thighs  upon  the  abdomen  and  kicking  of  the  feet. 
The  motions,  too,  are  usually  abnormal  in  one  way  or 
another.  Sometimes  the  mother  or  nurse  will  be  able  to 
tell  you  that  the  screaming  ceases  with  the  j)assage  of  flatus 
froiTi  the  l)owel.  aiul  if  you  get  such  a  history  the  diagnosis 
cannot  be  in  doubt. 

Renal  colic,  which  is  far  from  infrequent  in  childhood,  may 
simulate  intestinal  colic  very  closely.  It  is  rarely,  however, 
so  persistent,  and  you  will  be  able  to  recogiii/.e  grains  of  uric 
acid  on  the  napkins.  If  the  screaming  is  specially  associated 
with  the  act  of  micturition  you  should  suspect  hypeva^tf^ 
of  the  urine,  or.  in  b:>ys.  phimosis. 

Earache  is  anot)>er  pretty  frequent  cause  of  screaming, 
but  usually  it  will  have  been  noticed  that  the  child  put  his 
hand  up  to  his  head  when  the  j)ain  and  screaming  came  on. 
Infant.-  who  are  the  subjects  of  scurvy  always  scream  a  great 
deal.    Here  the  screaming  tends  to  come  on  with  movement, 
and  one  leg  or  both  is  kept  asstill  as  possible— quitedifferent 
from  the  restlessness  and  kicking  of  colic.    The  screaming 
of  scurvy  may  be  simulated  b^-  that  due  to  the  hypereesthesia 
which  is  of  ten  present  in  the  early  stages  ol  infantile  pttftlyiie 
(see  p.  258),  but  the  absence  of  any  thickening  of  the  limb 
in  the  latter  condition  shouhl  keep  yon  right.    The  scream- 
ing of  earl^-  meningitis  is  not  likely  to  lead  to  error,  for  it  is 
of  a  peculiar  and  penetrating  character,  and  is  accompanied 
by  more  "r  less  of  head  retraction  and  other  pigns  of  irrita- 
tion in  the  meninges. 
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I^ifitly,  if  you  can  lintl  no  other  t  ause  for  the  scrt'tiiniiig, 
it  w  alwaN's  well  to  rememlwr  the  possibility  of  mental  de- 
ficiency, for  some  mentally  defeitive  eiiildren  exhibit  per- 
sistent scrciiininf^  almost  tiom  birth  without  there  being 
anything  one  t  an  discover  to  account  for  it. 

INSOMNIA. 

Sleeplessness  is  a  not  uncommon  trouble  in  early  life,  and 
one  uliich  i>  a  <,'i  cat  mhiii  c  of  anxiety  to  parents,  in  some 
children  it  seems  to  he  almost  a  coujiciiital  peculiarity.  You 
will  be  told  that  'the  child  lias  never  slept  well.'  In  such 
a  ( asi'  you  will  uttually  find  that  there  is  an  inh«ent  insta- 
bility of  the  nervous  .system  whieh  shows  itseH  in  gemral 
excitability  and  nervousness. 

Apart  from  such  congenital  predisposition  the  commonest 
exciting  causes  of  insomnia  in  young  infants  are  indigestion 
and  teething.  In  every  such  case,  therefore,  it  is  your  duty 
to  inquire  carefully  into  the  feeding,  into  the  possibility  of 
colic,  and  into  the  state  of  the  bowels.  By  reottfying  any- 
thing which  is  wrong  in  these  directions  you  will  often  effect 
an  immediate  cure.  In  otlicr  cases,  again,  insufficiency  of 
food  is  the  cause,  and  slccj)  is  restored  when  more  food  is 
given.  Much  also  seems  to  depend  upon  the  personality 
of  the  nurse.  Some  nurses  seem  to  have  the  knack  of  getting 
infants  to  sleep  well,  whilst  (jthers  have  not  ;  it  would  almost 
appear,  indeed,  as  if  in  certain  cases  the  nurse  got  on  the 
infant's  nerves,  so  remarkable  may  be  the  effect  of  a  change 
of  attendant.  In  persistent  and  intractable  cases  of  in- 
somnia in  infancj'  one  is  alwa\  s  rather  suspicious  of  mental 
d^ect,  of  which  sleeplessness  seems  to  be  an  ocoaskmal 
8ympt(!m. 

In  older  children  t  he  two  great  causes  c bad  sleeping  are — 
(1)  indigestion,  and  (2)  overstrain  at  chod.  Obstructed 
respiration  frr)m  adenoids  or  large  tonsils  is  also  a  potent 
cause.  The  treatment  to  be  adopted  in  each  of  the.'se  cases 
is  self-evident.  Hypnotics  should  only  be  resorted  to  tem- 
pr  rai  ily  and  in  order  to  aid  in  the  re-establishment  of  the 
slccp-haliit  Rronin.ral  is  one  of  iho  best  f  t  mav  be  given 
in  5-grain  doses  with  a  little  hot  milk  at  bedtime  to  a  child 
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of  ftve.  Avoitlaace  of  ull  ext  itciutiil,  an  open-air  holiday, 
and  attention  to  the  digestion  and  bowels  are,  however,  the 
goTVM^ps  reniedwB. 

SWELLING  OF  TlIK  ABDOMEN. 

Enlarqewoit  of  the  nhdonun  is  a  symptom  for  wliieh 
i  hildreii  will  Homttimes  be  brought  to  you.  The  first  thing 
to  bear  in  mind  here  is  that  the  abdomen  of  young  infants 
is  nomuilly  rather  prominent,  and  an  anxious  and  inex- 
perienced mother  is  apt  to  mistake  the  natural  prominence 
for  a  sign  of  disease  (see  p.  (5).  AHwuming  that  you  have 
satisfied  yourself  that  the  prominence  is  reall\  pathoj.  K'cal. 
vou  shouh  1  look  next  for  siirns  «>f  rickets,  bearing  in 
mind  how  greatly  the  abdomen  may  be  enlarged  in  that 
disease.  The  reasons  for  this  I  have  already  pointed  ou* 
(p.  136). 

Tuberculous  peritonitis  is  another  frequent  cause  of  ab- 
dominal enlargement  in  children  of  two  years  and  upw  ards, 
and  should  be  examined  for  with  great  care.  I n  the  exuda- 
tive form  the  discovery  of  ascites  will  determine  the  diag- 
nosis, whilst  in  tlu-  adhesive  variety  one  must  examine 
carefully  for  lumps  or  thickened  omentum.  Mere  chnmic 
intestinal  dyspepsia  with  flatulence  may  give  rise  to  t-on- 
siderable  and  lasting  abdominal  distension,  but  1  think  it  is 
a  good  rule  to  be  suspicious  of  tuberculosis  in  any  such  case 
in  which  appropriate  treatment  does  not  effect  a  speedy 
imi  "vement. 

Enlargement  ol  the  viscera,  particularly  of  the  spleen  or 
kidney,  may  cause  a  general  abdominal  prominence.  I  need 
not  remind  you  of  the  main  points  to  be  attended  to  in  dis- 
tinguishing a  large  spleen  from  a  large  kidney,  but  would  only 
say  here  that  their  differentiation  is  by  no  means  always  so 
ewy  as  the  text-books  might  tead  you  to  suppose,  and  that 
mistakes  in  the  matter  are  apt  to  be  made  even  by  the  most 
experienced  and  careful.  The  chief  causes  of  enlargement 
of  the  kidney  in  early  life  are  sarcoma  and  hydronephrosis. 
Great  enlai^^ment  of  the  spleen  is  usually  associated  in 
infancv  with  anfemia  (see  Splenic  Anfemia,  p.  309),  and  in 
later  childhood  has  probably  often  a  syphilitic  origin.  Mye- 
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loid  k'uka'iuia  is  ai>  vxtrettuhfr&rv  caiiM-  <if  |a»<;c  spleen  in  tlie 
chiki,  and  malaria,  In  thw  country,  is  also  a  \  vy\  umonunon 
occurrence. 

JAUNDICE. 

The  last  of  the  .symptoms  to  whieh  I  wish  to  clireet  your 
atteiifii.il  to-day  is  jaundice.  Tliis  nuiy  l)e  a  sijrn  of  several 
dittyn>nt  disea.ses  of  the  liver,  the  ditiereiitial  diagnosis  of 
which  is  often  a  matter  of  no  small  difiieulty.  It  will  In- 
(  oiiveuii  nt  for  us  to  consider  thecaHe  of  iiifantfi  and  of  oWw 
chihlreii  sejiarateiy. 

The  majority  ot  infants  sutler,  as  you  know,  from  a  slight 
degree  of  jaundice  coming  on  a  few  days  after  birth,  to  which 
the  term  icterus  neonatorum  is  applied.  Usually  this  is  but 
a  trivial  allair.  lasting  only  for  a  week  or  .so.  liut  occasionallv 
it  may  Ik?  prolonged  for  several  weeks,  and  in  such  a  ease 
your  <liagnosis  may  he  in  doubt.  What  the  cause  of  this 
unusually  severe  devehipment  of  ic(ciiis  iieonatoiuiii  iiuiv 
be  1  cannot  tell  you,  but  it  is  interesting  to  note  that  in  at 
'«ast  two  cases  I  have  known  it  to  be  followed  by  severe  and 

.sistent  ana-mia.  Anotlier.  hut  very  rare,  cause  of  jaun- 
dice coming  at  or  soon  after  birth  is  congenital  obliteration 
of  the  bile-dactl.  Usually  you  will  have  no  difficulty  in 
recognizing  this  condition,  for  it  is  characterized  by  a  very 
severe  degree  f.f  icterus  \\ith  complete  absence  of  bile  from 
the  tools.  Tlie  liver,  too,  is  notably  enlargetl,  hard,  and 
h?.  ivAax,  and  the  spleen  is  palpable.  It  is  a  serious  condi- 
tion and  usually  proves  fatal  b^ore  the  end  of  the  second 
month. 

Syphilitic  hepatitis— a  small-celled  infiltration  of  the  liver 
—is  a  third  and  not  uncommon  cause  of  jaundice  in  infancy. 

It  is  not  always  easy  to  tell  it  from  a  .M-vere  case  of  i(  rerus 
neonatorum,  but  other  .signs  of  congenital  .syphilis  are  usuallv 
present,  and  the  liver  is  definitely  enlai^ed.  Whether  it 
is  ever  recovered  from  I  cannot  say  for  certain,  liut  I  think  I 
have  seen  ca.ses  clear  up  unrler  mercury,  hi  ohU  r  children 
by  far  the  commonest  form  of  jaundice  is  the  catarrhal 
variety.  Do  not  be  .surprised  in  such  cases  to  find  the  liver 
enlarged.  It  usually  is  so.  rcachinir.  perh.Tps,  two  v-r  three 
fingers'  breailths  below  the  edge  of  the  ribs,  but  rarely  further. 
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Soinetiines  it  Ih  Hlightiy  toiuler  well.  Hepatic  oinhosit 
b  the  comUtbn  fK>m  which  you  have  to  diagn(w<>  catarrhal 

jaundice,  inul  it  is  not  nlways  easy  to  (l<>  so.  I'lie  ic  terus 
ill  siieh  a  eas«',  however,  is  usually  but  slight,  and  there  in 
a  prolonged  history.  Enlargement  of  the  spleen,  too,  in 
the  rule  in  c  rhosis,  whereas  it  in  absent  in  the  catarrhal 
f(  irni. 

Of  the  less  freqvient  forms  of  jaundice,  sudi,  for  example, 
an  occur  in  the  course  of  inleetiTf  proeeiiM.  of  Matt  ydlow 
sfcrophy,  and  other  rare  diseases,  I  have  not  time  to  speak 
in  thiti  lecture. 
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SOME  COMMON  SYMPTOMS  Of 
DISEASE  IN  CHILDREN  AND  THEIR  DUOVOITiO 
SIGNIFICANCE -C'o«///,«erf 

tiENTLKMEN.-In  my  la.st  l,...tn,v  I  t.-.-k  .onu-  aspo.ts 
of  dweiwe  m  children  from  what  onv  may  deseril..-  a'  tlu- 
H.vmptomatic  standpoint  ;  that  w  t«  Ray.  I  selcn  tt-d  certain 
'•"nnnon  symptoms,  nn.l  ihvn  tr,\.,l  to  make  out  what  their 
diagnostic  Hgniticaiut.  |  hvlwxv  tl.at  to  Ih-  an  vxvvvd- 

ingly  important  way  of  treating  a  subje  c  t.  It  is  essential 
for  you  to  have  your  me.Ii.al  knowWge  'indexed  both 
ways  ;  mother  words,  you  should  1„.  al.leat  <..vaminations 
given  a  certaui  .lisease.  to  tell  what  are  it«  «yn.pf..ms.  an.l 
you  «hou  .1  be  able  at  the  bedside,  given  certain  s>  nipto„)s. 
o  say  what  .s  the  .lis^-asc-.  The  training  which  fite  you  t« 
U'ply  to  the  one  set  of  questions  does  not  always  enabh- 
you  to  reply  to  the  other.  I  make  no  apology,  therefore, 
tnr  tak.ng  up  some  more  .symptoms  in  the  same  manner. 
Zl  lT^^A    ^  TT  ^liagn'-tic  value, 


ABDOMINAL  PAIN. 

Abdominal  pain  is  a  very  common  symptom  in  children 
and  Its  cause  is  often  difficult  to  determine,  because  if  there 
be.  as  there  often  are.  no  objective  signs  of  disease,  you  have 
ve  ittle  ir  upon  i„  forming  your  diagnosis.  A  child 
IS  u..able  to  tell  you  exactly  where  the  ,,ain  is,  when  it  comes 
on.  what  18  ite  character,  and  so  forth  ;  and  hence  you  find 
lacking  m  children  those  guides  to  diagnosis  which  are 
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ol'tcii  piTsciit  ill  tile  i-asc  of  ulxloiiiiiial  piiiii  in  gi-i)uii-ii|i 
pemonH.  There  iw  alt  the  more  reawm.  th«*ref<ire,  why  you 
«hottM  study  ciirffulty  whfti  the  pci^sihlc  caiLHCN  (»f  ab<{oiiiiiial 
[mill  ar<>.  m>  tlint  yoii  may  prtHiml  Ut  your  du^tuwb  by  the 
iiu-tliod  of  excliisioii. 

The  ftrMt  thiiiK  I  wtMsM  maai^  alwnit  HtiHominat  pain  in 
cliirdlnKxl  is  that  it  >nu\  l-  (lin>  tw  caul's  wliirh  arc  oiitsid*' 
thv  abdomen  ttltoge?her.  I  \v.'»ild  therefore  uroup  the  first 
Met  of  enuseH  an  ejctru-abthmi H*J~~timii  in  to  shv.  rasett  in 
which  |Kiiii  ix  referreti  to  it.  ihe  alnioi.  ^  altliiHi.;li  itn  site 
of  |>ii idiirt ion  doe>  n«»t  re  il\  lie  in  llic-  .tlMjomiual  i.ivity  at 
ail.  One  lairly  eonfeHU'U  example  of  >iich  an  ♦■xti  a-alxloiuinal 
eaiiHe  of  [min  18  t0mii  The  pain  at  ppinal  caries, 

travrliiiijii  a!  itiji;  tlic  ttileret»ial  iiervv.  very  ifteii  referred 
l»y  tlu'  chihl  to  tlu-  »'|Hi{awtrinin.  ainl  the  tirht  pieee  of  advice 
1  would  ^ivc  yi'U  is  that  wia  n  pain  in  eompiained  f)f  in  the 
ep.MstriiiHi  you  .should  lu  vcr  omit  carefully  to  examine 
tlif  v!'rti-l)r  1 1  (  ulumii  foi  i>t'  'I  -rase     .\iii>tli<  !'  cxtrM- 

al»doiiiiiial  iau?.e  of  pain  euriay.  I>ry  jiU-uri^  i.s  not 
efimmon  in  chiWfen,  httt  wHen  it  Aem  oecur  the  child  <rften 
refers  the  pain  to  ilic  jut  of  ilic  stom.ich.  It  may  therefore 
he  nei  essarx  in  onlt  r  to  r.xi  lude  this  (  aiise,  to  examine  the 
bases  of  th«'  lung's  can-fully  for  friction  soumls,  l>e(  aiise  it  iH 
only  when  the  pleurisy  is  (4  the  dry  vwriety  that  sutHc  ient 
pain  i>  pr  >dii(  cfl  to  ^ivc  n-c  to  symptoms  .\nolhcr  posibh' 
cause  ot  pain  referred  to  the  abdomen,  but  really  due  t(» 
ca«»e»  mitKfde  it.  m  ittaf .  In  a  few  caRen  the  pain  of 
hip  disea^c  i>  referred  by  the  child  to  the  iliac  fos.sa.  and  you 
arc  apt  to  be  misit .].  and  fo  think  you  are  dealing  with  appen- 
dix mischief  or  something  (tf  that  .sort,  when  all  the  time  the 
of  the  troul^  is  in  the  hip.  You  may  haw  to  etatMfy 
\  onrself  to  the  al)sence  of  all  these  causes  before  you  coti- 
cluile  that  the  pain  is  truly  intra-abdominal  in  character. 
Before  leaving  this  part  of  the  subject  I  should  mention  that 
abdominal  pain  seemH  sometimes  to  be  of  rheumatic  origin, 
although  it  is  uncertain  whether  its  seat  in  such  a  case  be 
really  intra-abdominal  or  merely  in  the  abdominal  wall. 
The  pain  mmm  on  paroxysmally,  starting  usually  below 
the  cost.i!  marEriti  "n  either  side,  and  lastinir  for  few 
nunutes.    There  ma\  lie  several  such  attacks  in  the  course 
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of  the  day,  and,  after  lasting  for  a  few  days,  they  may  cul- 
minate in  acute  rheumatism. 

Ftostng  now  to  the  causes  of  abdominal  pain  \vliich  are 
due  to  disease  inside  the  abdominal  cavity.  I  v<»vdd  point 
out  that  pain  of  intestinal  origin  is  certainly  commoner  in 
children  than  pain  of  gastne  origin.   In  other  words,  any 
pain  in  the  abdomen  in  a  child  is  more  likel\  to  be  dffe  to 
something  wTong  with  the  intestine  than  to  some  disorder 
of  the  stomach.    The  reason  is  that  children  do  not  often 
suffer  much  from  oi^nic  diseases  of  the  stomach.  Func- 
tional dyspepsia.  T  need  liardly  say.  tliey  do  Miffer  from 
to  a  great  extent  ;  but  such  organic  diseases  as  ulcer  or 
carcinoma  of  the  stomach  children  do  not  exhibit,  except 
in  rare  cases.    Now,  yon  know  that  functional  d^■spepsia 
does  not  give  rise  to  severe  pain  ;  it  causes  discomfort,  dis- 
tension, sensations  of  sinking,  and  so  on,  but  not  real  pain. 
With  regard  to  intestinal  pain,  I  should  say  that  the  most 
common  eause  of  it  is  colic,  in  one  or  other  form.  Such 
intestinal  pain  is  often  very  deceptive,  for  the  reason  that 
it  may  come  on  immediately  after  the  taking  of  food.  You 
will  constantly  see  children — they  are  usually  about  five  to 
ten  vears  of  <nge — who  are  brouglit  with  the  complaint  that 
there  is  pain  in  the  abdomen  which  comes  on  immediately 
aftear  eating,  and  you  will  natumlly  think  that  the  pain 
must  be  due  to  some  condition  in  the  stomach  itself.  But 
you  must  not  allow  yourself  to  be  deceived  in  that  way, 
because  it  would  seem  that  the  entrance  of  food  into  the 
stomach  often  excites  peristaltic  contractions  in  the  intes- 
tine, particularly,  perhaps,  in  the  colon,  which  contractions 
give  rise  in  certain  patients  to  a  pain  which  is  colicky  in 
character.   The  most  conspicuous  exam{d»^  i»eh  exoita* 
tion  of  peristalsis  in  the  lar^e  bowel  is  found  in  the  case  of 
lienteric  diarrhoea.    In  that  condition,  as  soon  as  the  child 
takes  lood  there  is  an  immediate  tendency  for  an  action  of 
thii  bowel.--  to  ociur.    The  food  has  excited  a  peristaltic 
(ontrartion  in  the  colon,  and  that  leads  to  (lefa;cati(m. 
Similarly,  in  certain  cases,  the  entrance  of  food  into  the 
stomach  givra  rise  to  contractloaR  in  the  bowel  «ach  as 
produce  colicky  pain.    Sometimes  a  very  small  amount  of 
food  will  cause  it.    1  have  even  known  cases  in  which  the 
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taking  of  a  little  milk  gave  rise  to  .severe  distress.  The  pain 
may  be  so  severe,  for  instance,  that  the  child  has  to  rise 
from  'k  tal)l(>  and  lean  against  some  hard  object,  such  as 
the  hack  of  a  cliair,  in  order  to  get  relief.  Further,  you  will 
find  that  in  many  cases  the  kind  of  food  that  the  child  eats 
does  influence  the  pain,  that  it  is  worse  after  eating  hard 
and  comparatively  indigestible  foods.  I  snpp(ise  that  is 
because  such  bodies  stimulate  the  interior  of  the  stomach 
much  more  powerfully  than  the  blander  forms  of  nourish- 
ment do,  and  so  give  rise  to  more  powerful  reflex  impulses. 
At  any  rate,  all  tliese  things  taken  togctlier — the  fact  that 
the  pain  comes  on  immediately  after  eating,  and  tliat  it  is 
influenced  by  the  nature  of  the  food — are  apt  to  lead  you 
into  error,  and  make  you  think  it  cannot  be  pain  of  intes- 
tinal origin,  but  that  it  must  be  due  to  some  disorder  of  the 
stomach.  But  1  advise  you  not  to  be  so  deceived,  and  to 
remember  the  possibility  that  you  are  dealing  with  a  purely 
intestinal  pain.  Another  point  about  these  intestinal  colicky 
pains  in  children  is  that  they  frequently  come  on  when  the 
child  walks  quickly.  Perhaps  the  commonest  circumstamie 
in  wliieli  they  come  on  is  hurrying  off  to  school  after  break- 
fast ;  such  a  pain  is  usually  referred  to  the  right  ihac  fossa, 
and  may  be  so  severe  as  to  necessitate  sitting  down.  I  do 
not  pretend  to  be  able  to  explain  -why  it  is  tital  exertion 
brings  on  pain  of  that  sort,  but  T  think  most  people  suffer 
occasionally  in  that  way,  and  must  have  experienced  the 
fact  that  violent  exertion,  or  even  hurrying  after  a  m^l,  is 
apt  to  produce  what  is  popularly  called  'a  stitch  in  the  side,' 
usually  on  the  right  side,  in  the  region  of  the  caecum. 

Chronic  appendicitis  may  be  a  cause  of  abdominal  pain. 
1%e  position  <rf  the  pain  wiB  draw  yova  attention  to  its 
possible  cause.  In  trying  to  confirm  or  eJBclude  this  cause, 
you  will  have  to  palpate  the  appendix  region  with  special 
care,  and  note  whether  there  is  a  point  of  special  tenderness 
between  the  umbilicus  and  the  anteiior  superior  spine  on 
the  right  side--  that  is  to  say,  over  the  site  of  the  appendix. 
If  you  find  there  is  a  tender  spot  there,  and  particularly  if  the 
child  has  reeuiTNit  fetmle  attacks,  your  suspicion  that  it  is 
appendiei^  wiH  have  been  confirmed. 

Ano^»  cause  (tf  occasional  pain  in  the  intestiim  un- 
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{loubtodly  is  the  presence  of  worms— particularly,  1  think, 
of  round-wornis.  Now,  it  would  be  a  mistake  to  suppose 
that  to  be  a  contmon  cause ;  still,  one  does  every  now  and 
then  meet  with  cases  in  which  a  child  has  suffered  from 
intestinal  pain,  often  referred  to  the  region  of  the  umbilicus, 
in  which  relief  has  only  been  experienced  after  the  passage 
of  a  round-worm,  either  by  the  bowel  or  by  vomiting.  And 
1  think  one  is  bound  to  conclude  that  such  a  cause  may 
account  for  the  pain,  and  that  the  worms  have  sometimes 
acted  in  the  way  in  which  a  lump  of  ind^estible  food  would 
act. 

Passing  from  these  intestinal  causes,  one  has  to  mention 
another  possible  source  of  abdominal  pain  which  you  are 
apt  to  overlook — namely,  pain  which  is  pnuluc » d  in  the 
urinary  tract.  By  that  I  mea»i  the  ])ain  which  arises  on 
the  passage  of  uric  acid  or  small  stones  down  the  ureters. 
The  pain  due  to  ♦his  cause  may  closely  simulate  intestinal 
colic.  It  c(»mes  on  irregularly  ;  it  is  referred  usually,  if  the 
child  be  able  to  refer  it  to  any  spot,  to  the  lateral  region  of 
the  aodomen,  and  it  often  passes  down  into  the  groin. 
An  X-ray  examination  of  the  kidney  and  ureter  airf  bUidder 
will  often  he  <>'  ^rvn\  help  in  such  a  case. 

There  remains,  lastly,  for  consideration  the  pain  that  is 
of  gairtrie  origin.  I  will  put-  a  query  against  that  on  the 
board,  because  1  am  not  certain  whether  pain  of  gastric 
origin  occurs  at  all  in  childhood.  Still,  one  does  meet  with 
cases  where  the  results  of  treatment  seem  to  show  that  the 
pain  has  been  of  this  nature — cases  in  which  the  child  has 
c  tmplaiiicd  of  pain,  as  a  grown-up  person  does,  a  short  time 
after  footl,  perhaps  one  to  two  hours  afterwards,  and  where 
the  pain  has  been  relieved  by  giving  drugs  which  are  directed 
to  exert  either  a  soothing  effect  upon  the  stomach  or  t<) 
neutralize  hy{)craci<lity.  !  !iad  such  a  case  not  long  ago 
in  the  person  of  a  little  girl  who  complained  of  pain  in  the 
stomach  shortly  after  me»h.  Examination  revealed  nothing 
definite.  Imt  1  treatcfl  lu  r  with  carbonate  of  magnesia,  and 
the  pain  at  once  disappeared.  I  think  there  is  reason  to 
suppose  that  such  pain  is  due  to  the  overproduction  of  aeid, 
just  as  may  happen  in  an  adult.  But  I  believe  such  cases 
are  uncomoutn  in  jbildren,  and  in  the  majority  of  them 
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you  will  be  wise  to  suspect  that  pain  arising  soon  after  meals 
is  not  of  gaatric  but  of  intestinal  origin,  and  inaamuch  as 
colit'kv  pains  are  more  common,  it  is  of  their  far— tiBOTt  that 

I  \\  ish  innro  particularly  to  speak  to-day. 

Tlie  first  tlung  to  be  done  in  dealing  with  intestinal  colic 
i8  to  see  that  the  diet  is  adjusted  in  such  a  way  as  not  to 
produce  much  fermentation  in  the  intestine,  and  you  should 
therefore  see  that  the  food  does  not  contain  those  ingredients 
which  tend  to  produce  large  quantities  of  gas — I  mean 
such  articles  of  food  as  are  rich  in  cellulose,  which  is  the 
source  of  marsh  gas  in  the  intestine.  You  will  therefore 
eliminate  green  vegetables,  restrict  or  abolish  the  consump- 
tion of  fruits,  and  limit  all  the  starchy  things  in  general, 
whilst  you  may  have  to  increase  the  amount  of  animal  food 
in  the  diet  so  as  to  compensate  for  the  restrictions  in  other 
directions,  and  insure  that  the  child  is  sufficiently  nourished. 
So  much  for  the  dietetic  treatment. 

Xow.  there  is  no  doubt  that  some  of  those  ca.ses  are  aggra- 
vated, if  not  actually  caused,  by  chilling  of  the  abdomen. 
It  is  always  wise,  tlwsrrfor©,  to  order  that  the  child  should 
wear  a  warm  flannel  abdominal  binder.  Lastly,  you  will 
have  to  consider  the  question  of  drugs.  Many — perhaps, 
indeed,  the  majority — of  these  patients  suffer  from  con- 
stipation. Exm  when  there  is  no  apparent  constipation 
it  is  advisable  to  begin  the  treatment  by  administering 
laxatives,  and  it  is  well  to  combine  with  these  such  drugs 
as  belladonna  or  hyoscyamus,  which  have  the  power  of 
diminishing  intestinal  spasm.  I  have  found  a  combination 
of  cascara  and  belladonna  in  the  following  form  very 
useful  :  Fluid  extract  of  cascara  5  to  10  minims  (the  dose 
being  graduated  accordit^  to  the  condition  of  the  bowel), 
tincture  of  belladonna  5  minims,  aromatic  spirits  of  ammonia 
15  minims,  syrup  of  ginger  4  drachm,  and  peppermint 
water  to  a  couple  of  drachms.  The  child  '  kes  tiiis  dose 
three  or  four  times  a  day,  after  meals.  You  will  find  that 
the  effect  of  a  medicine  of  that  sort  is  to  cause  a  gentle 
laxative  action,  and,  in  addition,  belladonna  tends  to  pre- 
vent any  griping,  and  with  some  such  tr^tawnt  as  that 
y(m  will,  in  the  majority  of  your  cases,  meet  with  sucrcss. 
Sometimes,  however,  you  will  fintl  that  the  pains  persist  in 
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Kpite  of  all  yoi  can  do,  and  if  you  are  face  to  face  with  a  case 
of  that  sort  yon  may  be  compelled  to  fall  back  upon  opium. 
Two  grains  of  Dover's  powder  night  and  morning,  or 
2  grains  three  times  a  day  if  necessary,  will  be  found  suffi- 
cient in  most  cases  to  allay  the  pain.  The  disadvantage 
of  opium  is  its  constipating  tendency,  and  the  fact  that  it 
has  often  a  depressing  etfeet  upon  the  digestion.  But  it  is 
ciuious  that  where  opium  is  needed,  and  where  it  is  doing 
good,  the  constipating  tendency  is  often  in  abeyance.  The 
opium  seems  to  act  in  such  cases  simply  by  relieving  the 
irregular  peristalsis  and  s])asm  of  the  bowel,  and  not  by- 
causing  a  cessation  of  the  peristalsis  altogether. 

DYSPHA6U. 

I  want  now  to  pass  on  to  speak  briefly  of  another  symp- 
tom, one  which  is  far  less  common,  though  of  considerable 
interest,  and  which  will  sometimes  puzzle  you  and  occasion 
you  a  good  ileal  of  trouble  in  practice  ;  that  is,  dysphagia 
in  children.  Difficulty  in  swallowing  is  a  subject  which  you 
do  not  read  much  about  in  books  which  deal  with  diseases 
of  children,  but  you  will  find  that  it  is  not  a  very  unct  mmon 
occurrence  in  little  babies  and  in  children  up  to,  though  not 
often  beyond,  the  age  of  three.  B\-  dysphagia  I  mean  a 
difficulty  in  carrying  out  the  act  of  swallowing.  The  mother 
will  tell  you  that  the  child  takes  a  mouthful  of  milk,  and 
when  it  gets  to  the  back  of  the  throat  it  seems  to  lodge 
there  ;  the  child  makes  an  abortive  attempt  at  deglutition, 
but  the  milk  comes  back  again  out  of  the  mouth,  very  Uttle 
going  down  the  throat.  Your  advice  is  sought  as  to  the 
cause  of  this,  and  hf.w  it  is  to  be  put  right.  The  first  thing 
to  do  in  a  case  of  this  sort  is  to  make  sure  that  there  i.s  no 
mechanical  obstruction  in  the  throat.  The  most  common 
mechanical  olwtaclei  are  congenital  adenoids — which  I  have 
repeatedly  knf)wn  to  cause  difficulty  in  swallowiiif^  (p.  368) 
— and  cleft-palate.  I  saw  not  long  ago  a  baby  in  whom  this 
symptom  was  very  well  marked.  For  a  time  it  puzzled  me. 
I  examined  the  throat  by  rather  an  indifferent  light,  and 
I  thought  T  saw  nothing  wrong,  and  I  could  not  understand 
what  the  difficulty  in  swallowing  was  due  to.    But  next 
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time  the  child  was  brought  to  me  I  had  a  bettw  l^ht,  and 
I  Raw  that  there  was  a  bifid  xivida.    I  have  no  doubt  that 

was  a  suffifieiit  cause  for  tlic  difficulty  in  swallowing  in  this 
case.    You  will  frequently  find  difficulty  in  swallowing  in 
children  who  suffer  from  amital  MMam.  Hi©  act  of 
Bwallowiiig,  like  most  other  co-ordinated  muscular  acts,  is 
acquired  with  difficulty  by  these  children,  and  if  you  can 
see  no  local  cause  for  the  dysphagia  you  should  bear  in 
mind  the  possibility  that  you  are  dealing  with  a  child  who 
is  mentally  defective.    In  older  children  you  may  find 
difficulty  in  swallowing  result  from  paralysis  o!  the  palate, 
which  may  be  one  of  the  sequelas  of  diphtheria.    It  may 
also  be  seen  in  children  in  whom  the  throat  is  very  irritable 
and  congested,  and  where  there  is  some  enlargement  of  the 
tonsils.    You  may  find  in  such  a  case  that  as  soon  as  a 
crumb  or  anything  solid  gets  into  the  child's  throat  it 
excite  hawking  and  retching  movements,  and  the  child 
cannot  swallow  it.    Some  of  these  cases  are  exceedingly 
troublesome,  and  I  remember  one  in  which  the  use  of  purely 
liquid  food  had  to  be  persisted  in  so  long  that  the  child 
became  rickety.    In  some  cases  difficulty  in  swallowing  is 
due.  I  believe,  to  what  one  must  describe  as  perverseuMS 
on  the  part  of  the  child,  or  pure  'cussedness.'  Many 
children  who  are  accustomed  to  the  bottle,  especially  if  they 
have  hecti  allowed  to  have  it  too  long,  very  much  resent 
the  transition  to  solid  food,  and  they  show  th&x  resentment 
by  hawking  and  coughing,  and  spitting  out  any  solid  food 
which  is  given  to  them.    I  had  a  case  in  private  the  other 
day  where  the  mother  was  very  alarmed  at  this  ilifticulty. 
The  only  plan  in  such  circumstances  is  firmness,  to  insist 
again  and  again,  no  matter  how  often  the  food  is  rejected, 
on  the  cliild  taking  it.    Sometimes  you  can  overcome  the 
dilficulty  by  gradually  increasing  the  consistence  of  the 
food  ;  you  can  b^in  by  thickening  milk  with  farinaceous 
matt^rial,  and  get  it  gradually  thicker,  until  it  is  practically 
solid.    At  any  rate,  I  am  sure  that  perseverance  in  such 
cases  can  always  overcome  the  troubte. 
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VOMITi.V(.. 

i  liavf  alreaciy  I'onsideml  c'hni.)ic  vcniHiug  as  U  OCCuri 
in  iatftiiti  in  a  previouM  lecture,  and  would  only  remind 

you  here  that  you  have  to  distiutjuish  between  (1)  'phygio- 
logical '  vomiting,  the  automatic  rejection  of  excess  of  milk, 
or  what  the  nurses  sometimes  call  'puking,'  the  distinctive 
feature  of  which  is  that  it  is  not  attended  by  loss  of  weight  ; 
(2)  tlie  vomiting  of  pyloric  spasm  :  (3)  the  vomiting  of 
indigestion.  The  differential  diagnosis  of  these  is  fully 
considered  in  Lecture  IV. 

After  the  period  of  infancy  acute  vomiting  is  much  more 
often  met  with  than  chronic,  it  may  be  due  (1)  to  acute 
indigestion.  The  history  of  the  taking  of  an  excessive  or 
indigestible  meal,  or  of  some  special  article  of  food,  will 
usually  keep  you  right  here.  The  vomiting  of  acute  in- 
digestion is  not  accompanied  by  fever,  but  in  (2)  acute 
gas^itia  this  may  be  present .  Here,  again,  there  will  usually 
be  a  history  of  some  noxious  substance  having  been  swal- 
lowed, or  of  the  exposure  to  cold  ;  but  sometimes  you  Mill 
have  difWculty  in  distinguishing  it  from  (3)  symptomatic 
v&mUing,  which  sets  in  at  the  outset  of  some  aeute  ^ease. 
Any  of  the  acute  specific  feycrs  may  be  so  ushered  in, 
esj)ecially  scarlet  fever,  but  vomiting  is  also  a  very  frequent 
f-ymptom  at  the  ontset  of  pneumonia.  Menhujilis,  again, 
is  often  preceded  by  vomiting  for  a  short  time  Ijefore  any 
other  signs  develop.  A  combination  of  vomiting  with  a 
slow  pulse  and  c(uistipation  is  very  suggestive  of  it. 
(4 )  Acute  intestimA  tAstrueUon  emrf appendkiHs  shouM  almiya 
be  thought  of  in  a  case  of  sudden  vomiting,  e.specially  if 
attended  by  abdominal  pain.  Remember,  too,  the  com- 
parative frequency  of  certhral  tumour  in  childhood,  and  in 
all  cases  of  chronic  vomiting  examine  the  optic  discs. 
Urcptnic  votnit'iiKj  is  iint  common  in  chihlren.  but  there  is  no 
harm  in  e.\amining  the  urine  in  an  obscure  case.  Gastric 
ulcer  and  malignant  disease,  which  so  often  cause  vomiting 
in  the  adult,  arc  vciy  rarely  met  with  in  childhood. 

Recurrent  attacks  of  vomiting  are  st  metimes  rather 
puzzling.   Hiey  n»y  be  due  to  so-called  '  bUious  attacks,' 
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which  are  closely  allied  to  migraine,  and  may,  indeed, 
1)0  accoinpaiiied  In  severe  headache.  Such  cases  are  almost 
indiHtingiiishable  from  tlie  form  known  as  '  cyclical  vomit- 
ing.* This  is  a  form  of  vomiting  met  with  in  nervous 
children,  and  in  which  the  attacks  recur  at  more  or  less 
regular  intervaln.  During  the  attack  the  child  may  l)e 
quite  prostrate,  and  utterly  unable  to  retain  anything — 
even  water — on  the  stomach.  The  pathology  of  such 
emam  i«  obscure,  and  it  is  uncertain  whether  the  nervous 
system  or  the  liver  phiys  tJie  chief  part  in  their  causation — 
perhaps  both  are  concerned.  In  .severe  cases  acetone  may 
be  present  in  the  urine,  and  the  odour  of  it  recogniased  in 
the  breath,  but  whether  it  is  the  cause  or  the  comeqaenee 
(if  the  vomiting  is  disputed. 

As  I  have  not  spoken  of  such  cases  before,  1  may  add  a 
ward  on  their  treatment.  Durii^  the  attack  there  is  no 
use  in  attempting  to  give  food  by  the  mouth.  The  chihl 
should  be  kept  warm,  and  a  pint  of  saline  solution  injected 
into  the  bowel  night  and  morning.  In  one  case  the  vomit- 
ing persisted  so  long  that  we  were  driven  to  give  food  by  the 
stomach-tube,  by  which  method  we  succeeded  in  getting  a 
fair  quantity  retained,  and,  1  believe,  saved  the  child's  life. 
M)Enr{^ia  should  be  giTen  snbentamoiisly  in  severe  eases  to 
prevent  exhaustion,  and  stimxdants.  such  as  caffeine  and 
strychnine,  used  if  indications  arise.  An  attempt  should  be 
made  to  open  the  bowels  by  calomel,  but  the  constipation 
during  the  attack  is  apt  to  be  extreme,  and  sometimes  even 
large  enemata  are  powerless  to  effect  an  action.  If  there  be 
acetone  bodies  in  the  urine,  as  shown  by  a  port-wine  re- 
aotjon  to  ferric  chloride,  bicarbonate  of  sods  s^nild  be  given 
freely,  either  by  the  mouth  dissolvetl  in  iced  soda-water, 
or,  if  it  cannot  be  retained  tiiat  way.  by  the  rectum. 

In  order  to  prevent  recurrence  of  attacks  the  child  should 
live  a  quiet,  regular,  open-air  life,  all  excitement  and  any 
overstrain  in  lessons  being  avoided  :  sugars,  starches,  and 
milk  should  be  cut  down  in  the  diet,  and  regular  aperients 
administered,  mercnrmis  being  specially  useful.  A  judicious 
use  of  the  bromides  is  also  of  help  in  very  excitable  diildren. 

Hsematemesis  is  not  commonly  met  with  in  children, 
for  the  usual  cau.ses  of  it  in  the  adult — cirrhosis,  gastric 
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ulftT,  and  maliguaut  disease — are  all  very  rare  in  the  child. 
If,  therefore,  a  ehild  vomits  blood  there  is  always  a  strong 
prestunption  that  the  blood  has  been  swallowt'd.  In  the 
(•asf>  f)f  an  infant  at  the  l)r(iist  the  \Aihh\  may  Ix-  di  iivcd 
from  a  crack  in  the  nipple,  and  it  you  are  in  doubt  as  to 
whether  this  be  rwllv  the  source  try  the  effeet  of  a  bjgpast- 
punip.  I  have  also  know  n  tlic  lilood  couir  from  the  sucking 
of  an  intiamcd  gum  during  teetliinji.  True  hsematemesis 
may  occur  as  a  symptom  of  the  haemorrhagic  disease  of  the 
newly-born  (sec  p.  20).  and  1  have  also  known  it  take  place 
during  the  violent  vomiting  associatetl  with  jnloric  spasm. 
In  such  cases,  however,  it  is  usually  of  the  grumous  or 
cofitee-grounds  variety — not  profuse.  In  older  children 
hsematemesis  is  usually  a  symptom  of  a  blood-state  such 
as  purpura  or  leukaemia,  but  ocf  asionally  it  results  from 
cirrhosis  of  the  liver,  and  is  tiion  a  serif)u.s  symptom.  Very 
rarely  is  it  due  to  ulc^ation  of  the  stomach. 

ANOREXIA. 

The  last  symj)tom  I  propose  to  consider  with  you  to-day 
is  loss  of  appetite,  or  anoi  exia.  A  good  appetite  is  so  natural 
to  a  healthy  child  that  any  impairment  of  it  at  once  attracts 
the  mother's  attention,  and  children  will  often  be  brought 
to  you  for  this  and  unfiling  else.  In  little  babies  loss  of 
appetite  may  occur  as  a  temporary  matter  from  anything 
wliieh  niMWti  the  ohild*g  health.  Vaccination  and  teething 
are  examples  in  point.  In  bottle-fed  babies  the  cause  may 
be  monotony  in  the  meals,  and  the  introduction  of  a  little 
variety,  such  as  substituting  a  broth  feed  for  one  of  milk, 
or  the  addition  of  a  little  MelHn's  Food  to  some  of  the  bottles, 
may  set  matters  right.  During  the  ])rocess  of  weaning, 
again,  there  may  be  <lifiiculty  in  getting  the  child  to  take 
its  food,  whether  the  weaning  be  from  the  breast  or  the 
bottle.    Here  a  little  firmness  is  what  is  chiefly  neeikd. 

During  thv  second  year  of  life  loss  of  appetite  may  occur 
in  association  with  chronic  catarrh  ol  the  bowel,  a  condition 
which  I  have  considered  at  lei^th  in  an  earlier  lecture 
(p.  78).  and  if  the  child  be  also  rickety,  as  it  often  is,  may 
constitute  a  serious  obstacle  to  treatment.    The  treatment 
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is  that  of  tlie  bowel  condition.  At  this  age,  too,  profound 
anorexia  may  precede  the  development  of  tabewiloiilt 

atul  is  thcrofort*  a  symptom  fraught  with  Bome  anxiety. 

in  older  c  hildren  loss  of  .ippctito  is  a  common  symptom  of 
chronic  dyspepsia,  a  condition  wiiich  we  .studied  in  detail 
in  Lecture  XIII.  It  may,  however,  be  of  nervous  origin. 
Thus  I  have  known  it  occur  as  a  manifestation  of  hysteria, 
and  only  yield  to  isolation  and  the  threat  of  the  stomach- 
tube.  I  remember,  too.  a  little  boy  of  about  four  who 
was  almost  certainly  somew  hat  of  a  '  moral  imbecile  '  who 
flatly  refused  to  toncli  any  liquid  out  of  a  cup.  and  even 
preferred  to  be  fed  na-salh-,  yet  wh(»  would  eat  solitis  quite 
welL  Such  a  case  is  difficult  to  classify.  Occasionally, 
although  very  rarely,  one  meets  with  refusal  of  food  from 
melancholia,  just  as  one  does  more  commonly  in  grown- 
up patients.  I  recall  such  a  case  in  the  person  of  a  little 
girl  of  six  who  suffered  from  severe  valvular  disease,  and 
who  declined  to  eat  '  because  she  did  not  want  to  i^et  better.' 
Such  an  unchildlike  attitude,  however,  is  fortunately  very 
rare  at  this  time  of  life. 

As  regards  the  treatment  of  loss  of  appetite  per  se.  and  in 
the  absence  of  any  organic  disease,  you  should  try  the  ustial 
alkalies  and  bitters  before  meals,  along  with  aperients  and 
nwrcnrials.  If  these  fail  there  is  nothing  to  equal  change  oS 
air.  especially  to  the  .seaside,  in  bringing  back  the  natural 
desire  for  food.  This  is  a  remedy  which  is  equally  applic- 
able at  all  ages. 
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SOME  MEDICAL  ASPECTS  OF  ADENOID  VE0ETATI0H8 

n  mrAiiOT  avd  childhood 

Gentlemen. — I  wish  to  direct  your  attention  to-day  to 
some  medical  aspects  of  adenoi<l  vcuctatioiis  as  exhibited 
in  the  case  of  iiitaiils  aiwl  v<>mi<i  cliildrt'ii.  I  shall  assume 
that  you  are  I'aniiliar  with  the  hual  symptoms  which  are 
flue  to  the  presence  of  adenoid  growths,  and  also  with  the 
t  hief  surgical  conipiicati(Mis  to  which  they  may  <;ivc  rise — 
sucli.  for  example,  as  otitis  media  and  other  seeomlary 
suppurative  prricesses — and  shall  confine  my  remarks  more 
to  those  diseases  which  accompany  adenoids,  and  which, 
n)ore  strictly  speakinf^.  come  within  the  cognizance  of  the 
physician.  1  do  not  prope.se  to  deal  at  all  with  .'!!e  path- 
ology of  adenoids,  because  that  is  at  present  very  ill  under- 
stood, and  I  can  add  nothing  to  what  you  already  know 
on  that  aspect  of  the  subject. 

ADEXOIDS  IN  INFANTS. 

It  will  be  convenient.  I  think,  to  divide  the  subject,  first 
of  all.  into  aden(tids  as  occurring  in  infancx  on  the  one  hand, 
and  in  older  children  on  the  other.  ['crliiip>  it  may  be  a 
surprise  to  some  «)f  you  to  liear  that  adenoids  occur  in 
infancy  at  all.  Everyone  knows  that  adenoids  occur  in 
older  children.  Rut  I  ^o  further,  and  say  there  is  reason 
to  ijelievc  that  adenoids  may  be  a  congenital  abnormality — 
that  is  to  say,  that  ii  child  may  be  born  into  the  world  with 
adenoid  growths  in  its  naso-pharynx.  In  order  to  realize 
the  Ijrmptoms  that  adenoids  may  pioduce  in  young  '  l.illlren. 
our  best  plan  w  ill  l>e  to  look  at  the  clinical  history  «>{  some 
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viiHvs  wlikh  I  liavf  hiul  uiuler  (»lM(enrfttk>n.  I  Hhall  U'u'w. 
in  the  flntt  place,  with  the  gimpleMt  Mymptomii  to  witidi 
adenoids  muy  jiivc  rise  in  iiifaticv.  For  instance,  a  (  hihl 
of  five  m(»nth«  did  was  brought  to  iiu*  vvitli  a  history  that  it 
had  been  mollling  tt  th«  noM  and  had  difficulty  in  breathing 
since  tlie  time  it  was  born.  The  family  history  was  \wr- 
fectiv  '_'(•<  )(|,  and  lliere  was  no  suspicion  '>f  congenital  syphilis. 
On  examination  the  respiration  wa^  laboured,  and  the  lower 
intenpaces  were  drawn  in  durii^  inspiration.  The  child 
had  also  a  niarkc<ll\  adenoid  faci^-s.  On  examininfj  the 
naso-pharynx  one  found  quite  easily  a  mass  of  fibrous 
adenoids,  and  after  their  removal  the  child  was  brought 
back  with  alm(»t  complete  relief  from  all  its  symptoms. 
That  would  l)c  one  of  the  simplest  cases  of  adenoids  in 
iufaiuy.  and  you  will  observe  that  it  occurred  in  a  child 
as  young  as  five  months.  I  have  seen  another  ewe  in  a 
baby  of  nine  months  which  was  brought  on  account  of 
discharge  from  the  nose,  accompanied  by  occasional  epis- 
taxis.  This  child  had  also  a  slight  bronchitis,  which  is  a 
v«ry  common  accompaniment  of  adenoids  and  marked 
vegetations  in  the  naso-])harynx.  In  that  case.  too.  the 
epistaxis  and  the  other  .symptoms  disappeared  after  the 
naso  pharynx  had  been  cleared  ont. 

Another  group  of  cases  sIhiw  .  as  their  chief  >\  niptom. 
cough.  A  child  Old;  two  months  oKl  was  brought  to  me 
on  account  of  a  choking  cough,  w  hich  came  on  in  paroxysms. 
(That  is  worth  noting  ;  it  is  the  typical  sort  trf  cough  whkh 
is  associated  with  adenoids  in  the  naso  pharynx.  On 
account  of  this  cough  some  of  the  patients  with  adenoids 
are  supposed  to  be  sufferiug  from  whooping-cough.)  Fur- 
ther, the  cough  in  this  child  was  invariably  accompanied 
by  the  involuntary  passage  of  fseces.  owing.  1  suppose,  to 
the  cxlreme  spasm  which  it  caused.  F.xamination  of  the 
child  .showed  the  lungs  to  be  perfectly  healthy,  but  the 
naso-frfiadrynx  was  full  of  adenoid  growths 

Another  baby  had  snoring  respiration,  and  w  a.s  only  able 
to  sleep  in  snatches,  out  of  which  he  started  up  in  a  condi- 
tion of  partial  asphyxia.  During  the  day  he  also  sniU  ied 
from  paroxj'sms  of  d'oking  cough,  and  sweated  profusely 
about  the  head,  which  is  another  symptom  not  infrequently 
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u^Mll•ittt«■ll  with  a(l)>iiui<l  j.'ro\vtli!<  in  inf.nK'y.  In  thit*  ewme 
aUm  firvat  Hiul  iiiiiiu*(iiut(>  n-lit'f  followcfl  (i|H-ratioii 

A  Mother  cimm  of  pane  exhibitK  itflMem  iPMrthlw  a«*  ^ 

liit^  t'hnract»'ri-tic.  A  hiiby  ciiilitrcn  tii(>iilli>^  i  ld  w,i 
lirought  to  iiM'  for  a  'l  atcli  in  flu'  hrfatli,"  wliit  h  anu-  on 
ttt  intervals  dtirir^;  thi'  <li»y  ami  wan  alw>  prtwnt^luring 
sleep.  Thr  veins  of  the  lieail  and  KCftlp  Here  distemled, 
pari  i  iiliii . ,  iit  niulit,  iimi  then-  wiTe  rnoi-  -hhimU  in  the 
langr«.  Ti  child  niul  t  nhir^eii  ton^i!-  uml  ■uUiii 'ids.  I 
8abKt  (]uinti\  hearti  tk»t  he  died  smdilenly  »  d»A  or  two 
aft' r  I  mwv  him,  mikI  hcforc  .ipcnition  was  peit  .  '  I 
h\\  kix  that  oeeiir  in  another  -tau'e,  but  in  ih*- 
majui  it  \  .'f  I  aftes  (»?»e  te^  that  the  ^ukiuloufl  respiratjoh 
ifl  mudh  slighter  in  d^^.  and  the  ehildrm  after  hav^ 
been  ftllbmitttHi  to  oii.  riiMon  make  a      '1(1  r»  .    vei  x . 

Another  vlmh  uf  vu     i,-  timt  in  whit  ii  {\u-  ehiUl  haf*  diffl- 
CVlty  tn  fliaQowtHC.   A  child  sixteen  tnonthR  old  was 
bnmj^^ht  on  nccotn  '    f  (lif?i  ulty  itt  ^M ntl'iwiiig.  this  difliculty 
liaving  Imh  n  oh  ,  \t>(|  for  a  loi  j;  tin       TIm'  tn>id»le  was 
foimd  to  be     l  atest  in  the  ert«  of  li(£iiids,  and  oi  tliat  ac- 
count llie  child  experwn^  ^Rni^  m  ^  Isrttfe'. 
ni  '1  had  fo  b<         '.v  means      ae^pnon.  aii<I  '   <-n  tli.  flni. 
tended  to  run  down  tht  hi<if  ot  the  mouth  unless  the  liead 
was  held  very  moeh  haek.    IRxamirmtion  show^  that  ^ 
tonsils  W(  If  (  -ilargi'd,    iid  tln  '  •  was  a  mass  of  adewiids  if 
the  naso-pharynx.    Ti.*'  thro-^a  was  operated  u]«  n.  ant; 
when  the  child  wa-  seen  i  wo  months  later  tht-  nv   h<-v  i  = 
ported  that  litem  was  very  yreat  improv*  men* 
child,  tlirce  \cai-    .iid    ix  nionths  '  Id.  h.. 
culty  in  swallinviuf^,  witii  ii  dated  fn  ni  an  di 
one  year  i»»viouRfy.    The  patient  saffefed 
nes».    The  naso  pharynx  -  is  fidl  of  ,idoi' 
was  some  enlaryeinenl  of  tl  •  tonsils.  Th, 
operated  upon,  but  I  do  i    t  \et  know  to  , 
symptoms  have  ip' proved. 

You  ill  s'c  f'- irii  ,!  reci"  '  '  sc  ca  >  t  the  symy- 
toms  of  i^euttd  growths  Ji  infancy  may  be  -rv  vari'  us. 
Hiey  may  be  cBvided  im**  thre«'  scrou|w.  Fir  t,  there  *re 
thoM"  in  which  the  chief  <  'fflpiamt  is  snu  Hirsg  n  -t]  n  sal 
discharge,  occasionally  .h  <om|tftnted  bv  i^|»i.staxi»'  be 
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M->  iMui  (jtriHip  V  II  uhicl  tht>  cht'  i  couiplaint  is  dyKpna>u, 
iiftrti  jKutiwsiii:!  (ti<  i»rai>U«r,  and  she  breathir^  iBdcfinitcly 
jrtridulwns,  frt-ij.  '  filh  acctmpunied  by  attai  i  s  of  choki 
t  'i»i|fh.  l  ilt  thinf  group  compriw*^  thdsr  in  which  tho  difti- 
I  H\  <  ii!pi4uiit'(t  of  y  aM«ociat«'l  with  swallowing,  und 
pe(  with  the  «w»l«»winn  of  |»quWt«. 
I       i>i  -fiu'«'  of  adc»toi<ls  ill  i.,  tht'sc  ;;r(»n|)s  mfty 

simuiate  otfatr  medieal  diteaset,  aii«l  it  is  on  that  uccoiint 
that  )li.  a  --  particularly  interesting  to  the  physician.  Kor 
ioBtdm-^  ,  wisore  there  i>  nasal  f^^har "f^.  snuffling,  and  epiit- 
'iiiris,  tnn-  Wis  t<  -nguish  hetwet  ii  adenoids  .titd  CMI« 
^nitld  wi0lM^^  a  know  that  one  of  the  symptoms  of 
roft  'enit;  '  -uii  ?fi-  i  -nulBing  and  the  dlw  Hai^e  of  ichoiwnif 
rtiii    fr»  li       =ind  th^re  may  occi      ■  iliy  he  a  little 

hU'i  'iiv  a  ■       h  cn''^"nv'tances  it         ten  difHciilt  fo 

iell  V  fge      1  snutiling  are  iiuc  to  <  (»ngeiiital 

sy;-!  w  or  >  it»c  -senee  '  adenoidH  in  the  naso-pharynx. 
Th  w.=»v  In  -I  ,  I !»' tile      tter  is  to  ni;ik<' (-.■ireful  iiHjtlR^' 

inf  ily  history  anil  to  look  for  other  signs  of  con- 

^         -\philis  be»iideH  those  in  the  n«  -e.    In  addition,  I 
t         »he  dis<-har}5e  from  th<'  nose  ilue    >  the  presence  of 
i    ds  begins  sooner  aft»'r  hirth  "'i''       does  frf>ni  con- 
u   alid  syphilis.    You  may  know  i  i  te  is  a  distinct 

'  =«nral  between  birth  and  th©  appe^      *  «f  th©  ^aehn^p; 
onpeni    1  syphilid,  and  xinictimc-  rval  aniouala 

-ev    il  weeks.    But  the  snutfling  ai-  irge  from  ihm 

•resei      of  a^noida  may  b^in  immcff        •  irfter  birth. 

O'-i  m^^t  think  that  a  local  examina  fu  of  the  naso- 
|il  ,iix  flight  to  settle  the  matter,  but.  unfortunat<'ly,  it 
is  ditiicult  to  examine  the  naso-pharynx  of  children  satia- 
faetorily.  If  any  of  yon  have  ^ed  it  yon  tmmt  ham  noticed 
tfatrt  there  is  an  extremely  small  space  ))>  'wceii  the  .-"ft 
palbte  and  the  posM  ior  wall  of  the  pharyi  x  in  a  young 
infant,  so  that  you  can  hardly  get  your  finger  up  L*t'hind  the 
nMe.  80  one  can  only  iitfer  tiie  presence  of  adenoi<te  in 
them  from  the  symptoms  :  one  cannot,  as  is  the  case  with 
older  children  antl  adults,  make  certain  of  it  by  digital 
examination.  Anything  like  poiitmor  rtiinottcopy,  T  need 
hardly  say,  is  quite  impossible  in  yoimg  infants. 

Another  medical  disease  which  mav  be  simulated  by  these 
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growthn  is  the  condition  known  as  congenital  lanmgeftl 
stridor,  which  I  have  dcsci  ilud  to  you  In-fore  (p.  214).  How 
the  presence  of  con<i«'nifal  adenoids  h-ads  to  the  strid\dous 
respiration  1  am  not  i)repared  to  say,  but  there  can  be  no 
doubt  whatever  that  congenita)  adenoids  do  lead  to  that, 
for  not  only  is  it  illustrated  by  the  cases  I  hav?  mentioned, 
but  many  other  observers  liave  recorded  a  similar  condition. 
There  was  a  case  reported  some  time  ajyo  in  the  Lancet*  by 
Dr.  Eustace  Smith,  in  which  the  symptoms  disappeared 
imnu'diately  after  the  removal  of  the  adenoids, f 

Now  we  come  to  tlie  third  group,  those  in  which  the  chief 
difficulty  is  that  of  swallowing.  These  are  an  interesting 
j^roup.  as  they  may  lead  to  serious  malinitrition.  I  have 
seen  cases  of  marked  wasting  in  young  infants  l)rought 
about  by  this  difficulty  in  swallowing  milk.  The  child  is 
unable  to  suck  the  bottle,  and  has  to  be  fed  by  the  spoon, 
and  that  is  often  fouu'I  inadequate.  Th,"  mechain'sm  of 
these  cases  is  easy  to  understand.  When  the  naso-pharynx 
is  blocked  by  a  mass  of  adenoids  it  is  impossible  for  the 
child  to  i)r«'athe  through  the  nose  while  sucking.  He  has 
only  the  mouth  to  both  breathe  and  suck  by,  and  conse- 
quently, when  he  is  using  the  mouth  for  sucking  he  cannot 
be  using  it  for  breathing,  aiui  gets  short  of  ln«ath,  and 
thereupon  instantly  ceases  to  suck.  Accordinglv,  he  gives 
up  the  bottle  in  despair,  and  all  attempts  to  feed  such  a 
child  by  the  bottle  end  in  failure.  Even  the  feeding  by 
means  of  a  spoon  in  such  cases  may  be  difficult,  because  1 
think  the  presence  of  adenoids  interferes  meeham'callv  with 
swallowing — that  is  to  .say,  not  merely  through  the  respira- 
tion, but  by  opposing  mechanical  obstacles  to  the  act  trf 
deglutition.  One  way  in  which  you  can  imagine  that  hap- 
pening is  that  the  mass  of  adenoids  may  prevent  the  eleva- 
tion of  the  soft  palate  into  the  naso-pharv'nx,  which  is  r 
normal  occiurenee  during  healthy  deglutition.  This  diffi- 
culty in  swallowing  may  sometimes  be  extremelv  inarkefl. 
I  remember  a  case  which  was  brought  to  this  hospital,  and 

*  I8<t8,  i.,  p.  783. 

t  See  also  Lack  (Journal  of  Larynaology,  1898,  xiii.,  p.  303) ; 
Lubet  Barbou  (Revue  ties  Maladies  de  VEnjmue,  1891,  ix.,  p.  499) ; 
Uuber  (Arehivt»  of  Pediatriet,  1894,  xi.,  p.  38) ;  an4  Coapard  (Jmmi. 
d»  Mid.  de  BrmeUee,  1888.  Ixxxvi.,  p.  147). 


HEDICAL  ASPECTS  OF  ADENOID  VEOETATIONg  3M 


was  under  the  care  of  one  of  my  colleagues,  in  which  the 
difficulty  was  so  marked  that  the  child  could  only  swallow 
when  it  held  its  head  very  far  back,  like  a  bird.  You  have, 
perhaps,  noticed  that  when  a  bird  drinks  it  takes  a  moutliful 
and  then  hohls  its  head  back  in  order  to  swallow  it.  In 
the  case  of  this  child  other  chilchcn  iiad  given  it  things  to 
drink  so  as  to  liave  the  fun  of  watehing  it  throw  its  head 
back  in  order  to  swallow  them.  That  chUd  had  a  con- 
sitlerable  growth  of  adenoids,  and  the  comiition  imim>Ted 
very  much  after  they  were  removed. 

I  shouiil  add  that  some  writers  have  descnbed  reflex 
nervoni  troubles  as  the  result  of  adenoids  in  infancy. 
Amongst  tliese  are  convulsions,  tetany,  laryngismus,  and 
vomiting.  A  g(jod  example  of  the  first  of  these  has  been 
described  by  Dun.*  A  baby  five  months  old  had  had  con- 
vulsions for  three  months,  the  attacks  being  at  first  infre- 
quent— once  or  twice  a  week — but  had  increased  later  on 
in  spite  of  treatment  until  they  numbered  four  or  five  each 
day.  No  cause  for  the  convulsions  could  be  ascertained, 
but  there  hm]  been  occasional  slight  nasal  dischai^e,  and 
the  baby  snored  when  laid  on  his  back.  The  naso-pharynx 
was  scraped,  and  the  convulsions  straightway  ceased.  That 
is  a  very  striking  case  wliiolt  it  wHi  be  well  for  yo«i  to  be«r 
in  mind. 

So  much  for  the  occurrence  of  adenoids  in  young  infants. 
They  may  lead  to  symptoms  which  it  may  be  difficult  to 
diagnc  se  from  tho.se  due  to  other  medical  diseases,  and 
they  are  symptoms  which  may  lead  to  serious  impairment 
of  health. 

ADENOIDS  IN  OLDEB  CRIUiXSS. 

Now,  when  we  pass  to  older  children  we  find  the  condition 
is  much  caoier  to  study,  because  in  their  case  you  can  make 
certain  of  the  existence  of  adenoids  by  digital  examination. 
I  need  hardly  remind  you  of  the  enormous  frequency  of 
adenoids  in  children  up  to  the  age  of  puberty.  After  that 
age  they  tend  to  disappear  spontaneously.  But  children 
at  ^  period  of  ^  second  dbnti^n  mfkx  from  ftdenoid 

*  ML  Jr«i.  Jawm.,  1903,  ii.,  p.  090. 
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growths  with  great  froquenoy.  and  the  clanger  i.  lest  one 
should  take  an  exaggerated  view  of  the  presence  these 
Krowths.    Some  of  you  who  have  attended  my  ..ut-patu  nt^ 
mav  think  I  am  inclined  to  ..verestimate  the  nnportanc-e 
„f  ;den..ids  in  children  and  the  part  wh*h  they  play  m 
medical  disease.,  and  after  the  recent  pronouncement  o 
Buch  an  eminent  speciaUst  as  Sir  Felix  Sem.m.  perhaps  t 
requires  seme  littrcnurage  to  maintain  that  adenoids 
produce  remote  or  medical  etlects  at  aU.    Yet  I  think  no 
one  can  .ee  much  of  di^ea^e  in  children  without  he.ng  c..n- 
vinced  of  the  frequency  of  such  a  ...n.lition.  and  the  tact 
tluit  it  seems  to  stand  in  causal  relationship  to  certain  re- 
mote symptoms  in  many  instance*..   I  can  orfy  advance 
the  histories  of  cert.'^in  cases  in  proof  of  this  statement. 

Let  us  consider,  ftr.t  of  all,  the  relationship  of 
in  older  children  to  diseases  of  the  respiratory  system,  because 
it  is  upon  the  respiratory  system  that  the  consequences  of 
adenoids  most  directly  fall.    Now.  the  tirst  -sp.ratory 
.lisease  which  it  is  important  you  should  ^e^-^"^  ^ 
common  consequence  of  adenoids  is  simple  tewchit  s. 
You  will  frequently  have  .  hil.lren  brought  to  .vo"  w  th 
severe  cough,  and  on  examining  the  lungs  you  will  hnd  a 
few  moist  sounds  at  the  basc-s.    Such  children  wdl  »^ 
found  to  be  mouth-breath^  and  snorers  at  mght.    It  is 
not  difficult  to  see  how  adenoids  \vm\  to  bronchitis.  What 
i.  the  n..rmal  Uuu  Won  ni  the  m.se  i    It  has  been  calculated 
that  the  nose  yields  up  to  the  inspired  air  as  much  as  two 
quarts  of  water  in  twenty-four  hours  :*  it  adds  that  quan- 
Sty  of  water  vapour  to  the  air  whic  h  «c  '"^P'^*^,  ^^1^^; 
warming  it  up  to  the  body  temperature^   It  has  abo  been 
calculated  by  Sir  St.  Clair  Thomson  ami  Dr.  Hewlet  ha 
1,500  mfcro^rganbms  are  inspired  every  hour,  and  that 
s..,netimes  this   quantity  is  euuimouBly  '"^r^*^^*"  - 
when  you  come  to  examine  the  mucous  membrane  of  tfce 
trachea  you  find  that  it  is  practically  sterile-^  that  .s  to 
say.  the  micro-organisms  do  not  get  beyond  the  outer 
passages.    Thus  it  will  be  seen  that  the 
nose  is  to  moisten  the  air  and  to  stenlize  it,  and  if  the  nose 
b  obstructed,  as  it  is  in  marked  adenoids,  these  two  func- 
•  Mayo  CdB»,  Jaumai  <tf  Larrngolofnf,  i90\.  xvL,  p.  21- 
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tions  are  imperfectly  performed,  and  the  child  is  breathing 
an  unduly  dry  air,  whksh  is,  moreover,  insufficiently  steril- 
ized. a!i(l  tlie  consequence  of  that  may  be  that  the  lining 
membrane  of  the  tubes  gets  irritated,  ami  tiie  child  develops 
bronchitis.  If  you  are  going  to  treat  a  case  of  bronchitis 
of  that  sOTt  successfully  you  must  first  see  that  the  vcp^iat 
air-passages  are  rendered  patent. 

Another  respiratory  condition  definitely  associated  with 
aitenoids  in  certain  easra  is  asAma.   I  recognize  that  I 
am  here  on  more  dangerous  ground,  because  asthma  is  one 
of  those  reflex  neuroses  the  occurrence  of  which  is  apt  to  be 
exaggerated.    I  shall  have  to  mention  one  or  two  rertex 
neuroses  which  arise  not  uncoramotriy  in  patients  who  are 
the  subject  of  blockage  of  the  nose  or  naso-ph;ayiix.  and 
one  of  those  I  certainly  think  is  asthma.    Take  these  two 
CMes.    A  girl,  aged  eight  years,  was  brought  to  me  not  long 
ago  with  the  complaint  that  she  had  suffered  from  asthma 
since  infancy.    On  examination  the  chest  was  found  to  be 
flat  and  badly  developetl,  and  there  were  a  few  moist  sounds 
at  the  base  of  each  lung,  as  w^  as  an  extreme  developn^nt 
of  adenoids  in  the  naso-pharynx.    The  adenoids  were  re- 
moved and  no  other  treatment  was  adopted,  and  four 
months  after  the  operation  it  was  reported  that  she  was 
perfectly  free  from  the  attacks.    Another  patient  was  a 
bo\  of  six  years  and  three  months,  wlio,  since  three  and  a 
half  years  of  age,  had  been  treated  for  asthma,  but  without 
any  real  benefit.   The  motheor  stated  that  he  had  a  sermre 
attack  of  nocturnal  dyspna?a  lasting  for  several  hours 
occurring  once  a  week.    He  had  excessive  enlargement  of 
the  t(Httibi  and  a  large  mass  of  adenoids.    He  also  was 
operated  upon  without  the  adoption  ot  other  treata^nt. 
Thrw  months  later  the  mother  reported  that  he  was  almost 
free  from  attacks  except  when  he  had  a  cold  in  his  head. 
Wittiottt  mien^ning  otte^  cases  in  which  ttwpe  seemed  to 
be  a  definite  rebtionship  between  adenoids  and  asthma, 
those  that  I  have  referred  to  are  quite  conclusive.    I  admit 
there  are  cases  of  asthma  and  adenoids  in  which  removal 
of  the  adenoids  does  not  i^m  to  cure — ^^t  is  to  say,  if  yon 
find  adenoids  and  asthma  coexisting  you  cannot  promise 
that  removal  of  the  adenoids  will  invariably  cure  the 
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asthma.    1  had  a  very  interesting  case  illu8trating  that 
point    It  was  that  of  a  child  fire  or  six  yeare  of  age  who 
suffered  from  asthma.    Ht'  lived  in  the  .-..untry.  n.ul  had 
suffered  practically  all  his  life  from  the  disease,  tniiues- 
tionablv  he  also  had  a  large  mass  of  iwtenoids.    He  was 
brought  to  the  hospital  here,  and  when  1  saw  him  I  recog- 
nized the  presence  of  these  a.lenoid  growths,  and  I  advised 
that  thev  should  be  reniovetl.    This  was  done,  and  he 
remained'  in  Loiulon  several  weeks.    Dwriiig  that  time  he 
was  practicaUy  free  from  atta.  ks.    Of  course.  I  naturally 
concluded  that  the  operation  had  cured  the  asthma  anU 
he  went  back  to  his  home  in  the  countr>-.    I  followed  the 
case  up,  and  I  found  that  immediately  he  got  back  there 
the  attacks  of  asthma  recurred.    This,  tlu  rcfoic  seemed 
to  be  one  of  those  cases  in  which  the  asthma  only  came  on 
in  ceriain  localities,  the  child  having  been  bom  in  a  locality 
which  produced  it  in  him.    In  London  he  remained  free 
from  attacks.    These  cases  are  not  infrequent,  and  you  may 
be  easily  dei  eived  by  them.    The  mere  presence  of  adenoids 
does  not  insure  that  removal  of  them  will  cure  the  accom- 
panying asthma. 

The  next  system  which  may  be  affected  by  the  presence 
of  adenoids  is  the  alimentary.    Those  of  you  who  have  seen 
much  of  children's  diseases;  especiaUy  in  the  out-i>atient 
department  here,  must  have  be(>n  struck  by  the  fact  that 
perhaps  the  majority  of  the  cases  of  adenoids  which  one  sees 
in  children  after  the  second  dentition  occur  in  those  who 
are  dyspeptie,  and  in  those  who  suffer  from  that  particidar 
form  of  dyspepsia  which  1  described  in  an  earlier  lecture 
(Lecture  Xlll. ).    It  is  difficult  to  be  sure  of  what  the  rehi- 
tionship  is  between  adenoids  and  dyspepsia.   Some  people 
go  so  far  as  tc  say  that  tht>  con^tant  swallowing  into  the 
stomach  of  the  mucus  secreted  by  the  adenoids  maintains 
a  c«)ndition  of  dyspepsia.    The  only  way  of  settUng  the 
imtUx  would  be  to  treat  some  of  those  cases  by  putting 
the  naso-pharvnx  into  a  healthy  condition,  and  observing 
what  the  effect  was  upon  the  stomach.    That  I  have  not 
done,  but  I  hope  t.>  carry  out  the  treatment  on  these  lines 
in  other  cases,  with  the  view  of  seeing  what  the  relation  is 
between  the  adenoids  on  the  one  hand,  and  the  dyspepsia 
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on  tke  o&er.  Bat  eortunly  in  ^«9e  casea  it  is  extremely 
important  to  rt'cognizc  t:.e  existence  of  adenoids  because  of 
the  very  frequent  mistake  which  is  made  in  regarding  them 
as  cases  of  pulmonary  tuberculosis. 

The  next  system  which  may  be  involved  in  cases  in  which 
adenoids  are  present  is  the  nervous  system,  and  we  have  a 
large  number  of  cases  of  nervous  disorders  associated  with, 
and  I  think  in  many  cases  causally  assooiatml  witii,  ademn^ 
in  tlie  uaso-pharynx. 

To  the  ftrst  group  belong  cases  of  general  mental  dolneM 
or  hebetude.    That  is  a  condition— the  name  '  aprosexia  ' 
has  been  applied  to  it — which  implies  inability  to  concen- 
trate the  attt  Aum  properly.    If  you  go  into  any  of  the 
special  cla^ises  which  are  fornieil  in  the  London  Elementary 
Schools  for  backward  children,  you  can  pick  out  at  once 
a  large  number  of  cases  which  suffer  from  aclenoids.  The 
way  in  which  adenoids  may  produce  this  mental  dulness 
or  backwardness  has  been  much  disputed.    Some  people 
have  supposed  that  the  adenoidl  interfere  with  the  proper 
return  of  lymph  from  the  brain.    They  believe  that  the 
lymphatics  passing  from  the  brain  are  blocked,  and  that 
therefore  the  brain  is  kept  bathed  in  the  products  of  its 
own  metabolism,  and  in  that  way  its  proper  action  is  inter- 
fered with.    Perhaps  that  theory  is  rather  far-fetched.  A 
simpler  view  is  that  the  mental  dulness  in  these  cases  is 
due  to  inability  to  he»t  well,  that  the  pupil  never  properly 
hears  what  the  teacher  says.    Such  children  are  not,  strictly 
speaking,  deaf  ;  they  hear  noises,  but  they  do  not  adequately 
distinguish  words,  particularly  if  they  are  at  a  little  dis- 
tance away,  and  hence  they  become  backward  in  their  class. 
Anotlier  theory  seeking  to  explain  an  association  between 
adenoids  and  this  backward  condition  is  that  the  brain  is 
kept  eonslsntly  in  a  state  of  partial  asphyxia  from  the 
blood  not  being  sufficiently  oxygenated.    Whatever  tlie 
true  t  ause  is,  there  can  be  no  doubt  of  the  great  frequency 
with  which  one  finds  this  general  mental  dulness  associated 
with  adenoids.    In  all  cases  in  which  you  are  consulted 
about  a  child  who  is  backward  at  school  examine  the  naso- 
pharynx, and  at  the  same  time  examine  the  ears.    You  will 
find  in  quite  a  large  proportion  of  ^em  interfoeiiee 
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with  hearing  is  due  to  the  presence  of  adenoiils.  anil  I  can 
asHure  you,  from  mv  own  experience,  that  many  of  them 
have  heen  fjreatly  improved  by  having  the  throat  eh'ared 
out.  I  have  that  on  the  evidence  of  teachers  in  those 
spei  ial  classes  to  which  I  have  referred. 

Another  neinPMM«t  whk  h  may  arise  from  the  preHence  of 
a(kMioids  is  night  terrors.    It  is  ti..t  quite  so  easy  in  this 
case  to  explain  the  assoc  iation,  anu  tlie  cases  are  compli- 
cated by  the  fnei  ^at  in  Ae  m*iority  «f  them  there  is  that 
form  of  dyspepsia  which  I  haw  already  spoken  of  present 
as  well.    It  is  difii.  iilt  to  assiyit  a  proper  share  in  producing 
the  niglit  terrors  to  tlu-  dv  spepsia  and  to  the  adenoids  re- 
t^eettveiy,  bnt  I  have  seen  cases  in  whk-h  removal  of  the 
adenoids  alone  produced  a  great  impnut  meiit  in  tlic  night 
terrors.    Rey  has  reconle<l*  the  case  of  a  girl  who  was 
operatetl  upon  on  five  succesaive  occasions  for  adenoWs, 
ami  in  every  casi"  this  imme<liately  relieved  the  night 
terrors,  which  only  recurred  with  the  recurrence  of  the 
adenoitls  themselves.    That  is  a  fairly  conclusive  case  in 
regard  to  the  association  of  the  two.    Certainly  in  the 
ca.se  of  any  child  who  comes  under  your  observation  with 
night  terrors  you  shouhl  attend  to  the  state  of  the  naso- 
pharynx in  addition  to  treating  the  general  health.  The 
proper  way  to  do  this  is  not  to  give  nerve  sedatives,  such 
as  bromides  and  chloral.    The  necessary  thing  is  to  attend 
to  the  digestive  organs,  and  particularly  to  give  the  patients 
aperient*. 

Allied  to  night  terrors  is  another  neurosis,  namely,  noc- 
turnal incontinence  ol  urine.  That  is  a  condition  which, 
btnond  all  doubt,  is  often  maintained  by  the  presence  of 
adenoids,  if,  imkted,  it  is  not  actually  caused  by  them. 
The  first  case  of  this  sort  that  I  saw  was  an  instructive 
one,  that  of  a  boy  in  a  Home  in  the  east  of  London,  who 
had  suffered  from  nocturnal  incontinence  of  urine  nearly 
all  his  life.  He  was  sent  to  me  by  the  superintendent  of 
the  Unme  to  sec  what  could  be  done  for  him.  I  found  he 
was  a  typical  mouth  breather,  that  he  snored  at  night, 
and  t^th©  had  ft  krge  mass  of  adenoids  and  enlarged  tonsils. 
His  throat  was  operated  upon,  and  almost  imnu'diatcly  the 
*  JdhrbuchJ.  Kinderhetlk.,  1897,  xlv..  p.  316. 
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nocturnal  incontinence  ceased  and  did  not  recur.  Sim^'ar 
cases  have  been  reeorded  in  huge  numbers  by  various  oth.  i' 
\vTiters.  The  rehvtion  was  first  pointed  out  by  Major  in 
1884,  and  was  confirmed  by  other  German  vTitem  subse- 
quently :  and  Grdnbech  has  reconU-d*  2:$  cases  in  which 
adenoids  were  operated  upon,  and  of  which  twelve  were 
fully  cured,  five  were  improved,  two  were  somewliat  bene- 
fited, three  remained  as  they  were,  and  or  -  '  lost  sight 
of.    Huber,  in  America,  foundf  that  out  eases  of 

adenoids  sixtv-one  had  incontinence,  anu  i  .  thirty-nine 
of  them  removal  of  the  atlenoids  was  followed  in  twenty- 
six  by  complete  cure  and  in  eleven  by  great  improvement. 
So  if  Vou  have  a  case  of  enuresis,  certainly  adenoids  should 
be  loiiked  for,  and  if  they  are  found  they  should  be  re- 
moved. 

Amonc^st  other  and  rarer  forms  of  nervous  disturbances 
to  which  adenoids  may  give  rise  one  is  detect  of  ipeech. 
1  have  seen  several  cases  of  adenoids  associated  with  diffi- 
culty in  speech.  Usually  these  cases  occur  in  young  chil- 
dren, and  in  the  majority  of  them  there  is  reason  to  suppose 
that  the  adenoids  have  been  conj^enital.  A  child  of  two 
years  of  age  was  brovight  to  me  beeftwe  he  was  unable  to 
use  words  at  all.  He  seemed  mentally  quit©  bright,  and 
apparenth  heard  ordinary  sounds  well  enough,  and  the 
only  thing  which  could  be  found  amiss  was  the  presence  of 
extensive  adenoid  growths.  Op^tion  produced  partial 
improvement,  but  on©  found  some  time  afterwards  that 
the  growths  had  recurred.  That  child  has  since  been  oper- 
atetl  upon  again,  and  it  will  be  interesting  to  foBow  the 
cafe  up  and  see  what  improvement  of  speech  follows  the 
opi  iation.  I  do  not  know  what  the  difficulty  in  the  speech 
is  due  to  in  those  cases ;  it  may  be  that  the  child  does  not 
hear  words  spoken  by  other  people  suffiei^tly  etewly  to 
enable  him  to  imitate  them. 

Anotlier  minor  neurosis  which  ma\  accompany  adenoids 
is  headache.  It  is  usually  frontal,  and  is  probably  due  to 
interference  with  the  proper  ventilation  of  the  air  sinuses. 
Saeh  headache  is  frequent  in  adenoiils.    Dr.  Crowleyt  went 

»  Arch.  f.  Lan/ngol.  iind  Rhinol.,  1895,  ii.,  P- 214. 

t  Vbstract  in  Medical  Eeview,  1900,^1  Iw* 

X  Pediatries,  1897,  iii.,  p.  386. 
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through  a  large  minilur  of  casps,  amounting  to  some  luin- 
dreds,  which  had  been  operated  upon  here,  antl  in  55  per 
cent,  of  them  he  found  there  was  a  history  of  headache, 
wliit  h  had  been  cured  by  operation  in  about  50  per  cent. 
Vomiting  has  been  recorded  as  one  of  the  rarer  forms  of 
neurosis,  particularly  by  Breton.*   He  describes  recurrent 
vomiting  in  a  child  whkh  was  cured  by  removal  of  adenoids. 
T  have  not  seen  such  a  case,  but  the  peculiar  spasmodic 
cough  which  adenoids  give  rise  to  frequently  ends  in  retch- 
ing, if  not  in  actual  vomiting.    Tortioollis  is  another  and 
rarer  condition  which  has  been  reportctl  to  be  cured  by 
the  removal  of  adenoids.    Gillette  records  three  cases.f 
A  still  rarer  form  of  neurosis  of  which  I  have  seen  one 
example  only,  which  seemed  to  be  due  to  adenoids,  is  ataxy 
or  staggering.    1  remember  a  child,  aged  three  Acars.  who 
was  brought  to  me  with  the  complaint  that  he  was  wasting, 
had  attacks  of  nose  bleeding,  and  was  very  backward  of 
speech,  and  apparently  did  n(»t  hear  well.    The  child  had 
excessive  adenoids,  and  the  typical  adenoid  facies,  mouth 
breathing,  and  other  symptoms.    1  did  not  have  the  throat 
operated  upon  at  once.  Soon  afterwards  the  child  developed 
ataxy,  and  staggered  about  as  if  lie  were  intoxicated.  This 
ntpxy  became  more  marked  after  the  lapse  of  a  few  days, 
until  e/entually  he  was  hardly  able  to  stand  at  all.  He 
was  then  taken  into  the  hospital,  and  on  examining  him 
more  carefully  one  found  that  he  had  marked  indrawing 
of  the  tympanic  membranes.    There  was  no  sign  of  cere- 
bellar disease — that  is  to  say,  no  optic  neuritis  and  no  vomit- 
ing, neither  was  there  any  complaint  of  headache.  The 
case  was  watched  for  some  time,  but  did  not  improve.  It 
was  rather  puzzling      know  what  the  ataxy  could  be  due 
to,  and  one  thought  it  worth  while  to  remove  the  adenoids 
<in  the  theory  that  bhe  indrawing  of  the  tympanic  mem- 
brane was  affecting  the  semicircular  canals.    You  know 
that  a  person  with  a  large  quantity  of  wax  in  the  ear  may 
nvdkT  from  acute  staggi  ring,  and  I  thought  it  might  be  the 
same  with  this  child.    The  adenoids  were  completely  re- 


•  Bev.  vifnuiieUe  (/<•»  Mtihuneg  de  I'Enfance,  18,  p.  23iS. 
t  Abstrjvct  in  I'ediatrics,  1896,  ii.,  p.  540. 
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moved,  and  then  the  ears  were  inflated.  Imi)r()venifnt 
began  almcHit  at  once  and  oontinned  steadily.  The  opera- 
tioil  was  performed  nearly  a  year  ago,  and  when  I  saw  him 
quite  nu'entlv  he  was  in  practically  a  perfect  state  of  health, 
and  1  was  told  that  there  had  been  no  tendency  to  ataxy 
since  he  left  the  hospital.  I  do  not  wish  to  claim  that  this 
was  a  case  of  ataxy  due  to  adenoids,  but  I  think  it  is  very 
HUggestive,  as  the  improvement  began  immediately  after 
operation. 

Such,  gt-ntleinen,  are  some  of  the  medical  diseases  which 
may  be  simulated  or  caused  by  adenoids,  and  the  question 
is  what  degree  of  importance  one  should  attach  to  the 
presence  of  adenoids  in  any  given  case.  And  here  again  I 
warn  you  against  the  dangers  of  exaggeratif)n.  T  do  not 
want  to  say  for  a  moment  that  ail  those  cases  which  I  have 
mentioned  were  directly  caused  by  adenoids,  but  they  were 
all,  as  such  casM  very  frequently  are,  tuaoeiated  with  acKv 
noids  ;  and  in  many  of  them  when  you  remove  the  adenoids 
the  other  symptoms  disappear.  It  is  perfectly  true  that 
yovt  can,  in  the  majority  of  cases,  find  a  predisposing  cause 
for  the  bronchitis,  or  night  terrors,  or  whatever  it  is,  as 
well,  yet  in  many  of  them  one  can  fairly  regard  post-nasal 
growths  as  an  exciting  cause,  and  if  you  remove  the  growths 
great  improyement  follows. 

TOEATMENT. 

Into  the  technique  of  the  operaticui  for  the  removal  of 
adenoids  I  do  not  propose  to  enter.  But  one  may  say  a 
word  as  to  when  operation  is  indicated.  I  do  not  wish  you 
to  understand  that  in  all  cases  such  as  I  have  described 
you  find  atlenoids  you  should  proceed  to  removal  at  once. 
I  think  it  is  safer,  imless  the  symptoms  are  extreme,  to  try 
simpler  measnres  first.  Mr.  Arbnthnot  Jms»  has  teeotn- 
mended  respiratory  exercises  in  the  treatment  of  these  con- 
ditions, and  has  saiil  that  if  one  has  recourse  to  them 
systematically  and  persistently  operation  is  in  many  cases 
uni»ce!«ary.  Ctf  such  a  fine  of  treatment  I  have  hiMl  little 
experience,  because  in  the  (uit-patient  department  of  a 
hospital  it  is  almost  impossible  to  get  it  carried  out  with 


sufficifiit  flKiiciiL'liiicss  and  pcrsistciicv  ti>  atTnnl  a  reaHon- 
able  iliaiui-  «>t  suiicsn.    In  ttitliiiaiy  t)ut-|mtifnt  practice  1 
think  the  best  plan  w  to  try,  fiwt  erf  all.  ordinary  oleatwtng 
of  the  n  isr.    Very  <>ft»'n  one  finds  that  symptoms  an-  not 
ilue  merely  to  the  adenoids,  l)ut  to  their  pmdueing  an  ex- 
ceiwive  secret  ion  of  mucus,  which  becomeH  dry  and  cai»e»» 
blocking.    If  you  can  remove  that,  the  adenoids  of  them- 
sel\e>  n>;i\  not  he  sntticient  to  produce  serious  symptoms. 
One  of  the  best  thinjis  for  tliis  is  the  nasal  dottche.  A 
fwdution  of  borax  ( I  drachm  to  the  pint)  w  a  mild  and 
fairly  ptod  solvent  of  mucus,  and  this  is  injected  up  the 
nostril  and  allowed  to  rnn  out  hy  the  mouth  so  as  to  wash 
out  the  nasal  cavity.    In  many  t ases  this  has  re«ult«d  in 
a  large  degree  of  improvement.    In  any  case,  if  you  intend 
to  proco-d  to  operation  it  is  well  to  s(d>niit  the  patient  to 
such  treatment  before  the  operati«>n  is  undertaken.  One 
is  less  likely  to  get  sepsis  aftcrwardn  if  one  has  fintt  taken 
the  trouble  to  see  that  the  nat?al  passages  are  reasonably 
clean. 

With  I  gard  to  the  operation  itself,  yon  must  be  prepared 
occasionally  for  failure— that  is  to  say.  you  must  be  pre- 
pared for  the  possible  recurrence  of  symptoms.    When  first 
I  (liriM  ted  my  attention  to  this  subject,  1  useil  to  think  that 
in  manv  of  the  cases  in  which  the  operation  seemed  to  fail 
the  removal  of  the  adenoids  had  been  incompletely  carried 
out.    But  now  I  think  that  is  probably  not  correct.  In 
many  cases  1  am  certain  that  the  a«lenoids  recurred,  and 
I  think  one  ma\  jio  further  and  say  that  the  younger  the 
child  the  mon-  iikely  such  recurn-nce  is  to  take  place,  and 
it  is  often  well  to  prepare  the  parents  for  that,  and  to  tell 
them  that  you  may  require  to  perform  two  or  three  opera- 
tions before  you  get  a  satisfactory  result.    It  was  f«»und  by 
Dr.  {'rowlev  that  of  the  cases  operated  upon  here,  quite  a 
considerable  proportion  showed  recurrence,  although  there 
was  no  reason  to  suppose  that  the  operation  had  not  been 
completely  performed.    So  if  one  finds  that  the  symptoms 
are  not  relieved  by  the  first  operation  it  is  not  fair  to 
blame  I  in-  surgeon  and  allege  that  he  has  not  done  his  work 
properly. 

Another  ctiuse  for  apparent  failure  from  operation  may  b© 
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that  tin-  i».<  ill  paHHagtH  are  abnormal.  'IImit  is  nothing 
comnu)iur  than  for  adenoid*  to  be  awiociatfd  wHh  rome 
other  caiMie  of  blocking  in  the  nose,  siu  h  as  enlargement 
of  tlif  inferior  tiirbiiiatrd  Immh-s.  or  a  <lisor«h-n'(l  (•«)  •', 'tion 
<»f  the  st'ptuni.  and  ho  on.  An«l,  «>f  l  oiirso.  you  cannot  «'X|MH  t 
in  thew  eB»«e«»  that  mere  removal  of  obBtrnction  behind  wiU 
n-siilt  in  niiicli  improvement  >(•  |on^  ms  tlie  iint(>ri<)r  «il>stnic- 
tion  still  exists.  So  in  some  of  these  eases  it  may  Ik*  neees- 
sary  to  attend  to  the  state  of  the  anterior  nares  an  well  a» 
to  remove  the  adenoidH. 

r.ast1v.  though  in  mai\y  cases  operation  may  l)e  expeeted 
to  cure  those  cases  by  itself,  you  must  never  forget  to 
treat  the  nsieriyiaff  eonitttoii  which  in  m  often  prwent. 
Adenoids  may  certainly  be  regarded  as  a  symptom  of  ill- 
healtli.  and  whilst  treatin^^  the  local  disease,  you  must 
attend  also  to  the  general  condition.  These  children  fre- 
quently want  tonics  of  different  sorts,  particularly  iroii. 
and  they  also  require  atteiifion  to  the  stomach.  Many  of 
them,  t<M.,  are  much  benefited  l)y  a  change  of  air.  In  other 
words,  whilst  yon  are  attending  to  the  ei^iting  cause  of 
their  symptoms  you  must  never  forget  to  give  attention 
uIm.  to  the  pre<lisposing  cause,  which  is  usually  a  delicate 
condition  in  the  chiUl. 


LEmJRE  XXX 

SOME  OP  THE  COMMONER  SKIN  DISEAHI  0» 
niFAIlOY  AND  CHILDHOOD 

Gkntlemes.  -Distases  ot  the  skin  are,  I  am  afraid,  ra^ 
uninterestiun.  and  in  childhood,  at  all  events,  tluy  are  for- 
tunatelv  verv  rarely  in  any  way  .lanuen.us  t..  life  or  oven 
to  lu  alth  lint  as  their  treatment  will  mMloubte<Uy  cause 
vou  a  goo.1  deal  ..f  tniuble  in  practice,  I  thought  it  might 
be  weU  to  devote  a  tecture  to  them.  I  shall  .1-  al  with  the 
enbiect  mainlv  from  the  point  of  view  of  treatment  lor  I 
can  profess  to  n..ne  of  the  sptn  ialist's  knowledge  of  the 
uatholDgv  of  cutaneous  diseajtes. 

It  has  to  bo  rtrognizod  at  the  outset  that  in  .  hihlren  the 
skin  is  p^H M.liarlv  apt  to  suffer  from  disease  of  one  sort  or 
another,  and  that  for  several  reasons.  In  the  ftmt  place,  it 
is  trf  a  softer  and  mow  delicate  texture  than  it  is  m  the 
adult,  and  therefore  more  prone  to  suffer  from  the  conse^ 
(luenees  of  nu«ehanical  or  ehen>ieal  irritation.    In  the  second 


(luenees  oi  nu>i  iiinuc»i v  ",......  - 

place,  ow  ing  to  the  relatively  larger  surface  of  the  child,  and 
the  important  part  which  the  skin  plays  in  the  regulation  of 
temperature,  it  is  subject  to  great  fluctuations  in  its  blood- 
iupplv,  which  must  predispose  it  to  suffer  from  mflam- 
nfttorv  urcK;e8S«>».    Thirdly,  the  vessels  of  the  skm  are 


apparently  under  less  effic  ient  nervous  control  in  early  Ufe 
than  thev  are  in  the  adult,  so  that  diseases  of  neuro-^^ 
origin  sueh  as  urticaria,  and  the  erythemata,  and  reflex 
congestions  (the  result  of  digotive  .Usorders).  oec-ur  more 
readilv  than  \n  later  life  Lastly,  children  are  more  subject 
to  the  attack  ot  parasites  ,u,d  U,  the  eonsequettces  of  a  lack 
of  cleanUness  than  grown-up  people,  whilst  their  intimate 
contact  with  each  other  in  sc  hool  and  at  their  games  renders 
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them  specially  prone  to  contagion.  If  you  bear  these  points 
in  mind  it  may  help  you  to  take  measutM  to  prevent  the 
development  of  cutaneous  diseases  amoi^t  any  chiidren 
who  may  be  under  your  care. 

When  you  are  confronted  with  any  cahe  of  skin  eruption 
in  a  child,  it  is  well  before  prf)ceeding  any  further  to  ask 
yourself  three  questions  :  (1)  Is  it  the  eruption  of  one  of  the 
speeitic  fevers  (  (2)  Is  it  the  result  of  a  drug  {  (3)  Is  it 
due  to  an  insect  or  parasite  ? 

SPECIFIC,  DBUG,  AND  PARASITIC  BASHES. 

1.  In  answering  the  first  of  these  questions  the  ther- 
mometer sliould  keep  y(»u  right.  Be  suspicious  of  an^ 
eruption  which  is  accompanied  by  fever. 

2.  To  dispose  of  the  second  question  you  nnist  inquire 
wiyjkt  mwiicincs.  if  any.  the  child  has  been  taking.  Now, 
almost  any  drug  ma> ,  in  a  child  which  happens  to  liave  r.!' 
uliosyncriwsy  to  it.  produce  some  sort  of  cutaneous  eruption, 
but  some  are  met  with  more  frequently  than  others.  Anti- 
pvrin.  for  instance,  produces  an  erythema  fairly  often.  A 
copaiba  rash  may  very  closely  sinudate  measles  or  scarla- 
tina, and  I  have  even  known  it  to  be  accompanied  by  sonu^ 
pyrexia  ;  but,  fortunately,  copaiba  is  not  often  administered 
to  children.  (:omn«>nest,  perhaps,  and  certainly  the  most 
serums  of  all,  is  a  bromide  rash.  In  Httle  babies  a  toM^ 
rafh  presents  quite  distinctive  features.  It  is  not— as  it  is 
in  the  adidt— pustular,  but  consists  of  curious  rte^hy  papules, 
sometimes  almost  caulitiower-likc,  which  are  scattered  dis- 
cretely over  the  body,  but  with  a  special  tencteney  to  afitect 
ihe  head  and  face  (Fig.  69).  They  are  !iot  inclined  to  sup- 
purate, but  pursue  an  indolent  course,  and  when  they  dis- 
appear leave  scars  behind.  The  true  cause  of  such  an 
eruption  i«  very  apt  to  escape  recognitio!.. 

3.  As  regards  the  rashes  produced  by  insects  and  para- 
sites, I  would  remind  you  not  to  mistake  the  results  of  the 
flea  or  other  UtM  for  purpura,  as  I  have  known  done  more 
than  once.  The  prince  of  a  darker  puncture  in  the  centre 
of  ea<  h  spot  in  the  case  of  bites  shouUl  prevent  such  an 
error.  Mosquito  or  midge  bites  may  produce ratherpmaeKng 


382 


I,K<  TniF.?^  <»X  niSKASKS  op  OHILDRKN 


appt'amiioos,  and,  as  I  shall  have  (Kcasioii  to  point  out 
further  on,  they  raa\  c-l(»sely  simulate  an  erythema  nodosum. 
Scabien  as  it  atTtvts  rhiltlren  I  shall  refer  to  later.  It  is 
eharaeteristic  of  all  these  rashes  prodtieed  by  insects  and 
parasites  that  they  itch,  and  in  a  doubtful  ease  this  may  be  of 
dk^nostic  value. 

INTEBIVIGO. 

Perhaps  the  simpl^t  form  of  skin  #sease  is  thftt  nuppr- 
ficial  form  of  dermatitis  which  we  speak  of  as  intertrigo. 
The  appearance  of  this  is  too  well  known  to  all  of  you  to  need 
anv  special  description,  but,  as  its  name  implies,  it  is  the 
result  of  a  fretting  or  galling  of  tlie  >kin  by  st>me  superficial 
irritation.  Siu  li  inilation  may  l»c'  l)rou';lit  about  by  the 
excreta,  in  which  case  extensive  intertrigo  may  occur  over 
the  parts  covered  by  the  napkins,  whenee  it  may  spread  to 
the  backs  of  the  Ic^s  and  I  he  heels,  from  thehr  being  drawn 
np  towards  the  l)utt()cks  «luring  attacks  of  coBe.  It  is  also 
met  with,  usually  in  fat  babies,  from  irritation  by  decom- 
position of  the  secretions  of  the  skin  wherever  two  cutaneous 
s\nfa(  i  s  arc  in  contact — as.  for  example,  behind  the  cars,  in 
the  transverse  folds  of  the  neek,  or,  more  rarely,  in  the 
axillae. 

The  4iagnomiof  simple  intertrigo  is  not  usually  a  difficult 
inatit  r.  but  it  is  not  always  ea>y  to  tell  it  when  it  is  confined 
to  the  buttocks  and  perinauim  from  the  rash  of  congenital 
s  vphilis.  The  fact,  however,  that  it  is  limited  to  those  parts 
which  are  cover»"d  by.  or  in  contact  with,  the  napkins,  that 
there  is  no  eruption  on  the  palm  or  .soles,  that  the  eru})tion 
is  bright  red  inst««d  of  being  reddish-brown  or  'coppery,' 
alont!  with  the  altscnce  of  other  evidences  of  coT^enital 
Kp<'(  ific  (li-ca>c.  sIkhiIiI  keep  you  right. 

tn  the  treatment  of  intertrigo  cleanliness  is  of  the  first 
importance.  Hie  mildest  soaps,  however,  should  be  used, 
and  ill  ^omc  cases  it  may  be  advisable  to  dispense  with  their 
>ise  altogether,  and  to  use  oatmeal  or  bran  iiLstead.  An 
anti.septic  dusting  powder,  of  whieh  there  are  w»w  so  many 
excellent  forms  on  the  market,  sh<»ul<l  be  appli««l  wherever 
two  skin  -urt'.M  tiuiclt.  m-  tbc\  may  be  separated  by  a 
piece  of  Uncn  spread  with  xsnc  ointment.     The  intertrigo 
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which  occurs  behind  the  ear  is  apt  to  be  very  resistant  to 
ti«atinent,  and  it  is  often  a  good  plan  in  such  a  case  to  paint 
over  the  affected  area  a  sohition  of  nitrate  of  silver  in  sweet 
tipirtts  of  nitre  (16  grains  to  tlie  ounce).  This  produces 
a  Httle  momeRtary  smarting,  but  its  ap{)lication  i»  soon 
followed  by  a  drying  up  of  the  oozing  surface,  and  the 
fctriuation  of  a  protecting  pellicle,  under  which  healing 
quickly  takes  place. 

la  ^peatii^  the  tiilertrtp>  whieh  oeesrs  under  the  napkins 
the  first  step  is  to  deprive  the  excreta  of  their  irritatinjj; 
properties.  You  will  often  find  that  the  baby  in  such  a 
case  is  being  overfed,  and  Home  reduction  in  the  anrount  of 
frequency  of  the  fee<is  is  necessary.  The  use  of  starchy 
foods,  too.  must  be  stopped,  for  undigested  starcli  leads  to 
the  formation  of  acid  stools,  which  are  .^ery  irritating.  If 
tHere  fee  AfTf  looseness  oi  ibtt  bowels,  a  few  grains  of  aro- 
matic chalk  shoidd  be  administered  two  or  three  times  in 
the  day.  If  the  motions  are  curdy  without  beitig  loose, 
small  doses  of  rhubarb  and  soda  may  be  given  instead. 
Locally  great  care  should  be  taken  to  keep  the  parts  clean. 
The  napkins  should  be  changed  as  soon  as  tliev  are  soiled, 
anil  dusting  powder  or  zinc  ointment  applied  to  the  affected 

ECZEMA. 

Closely  allied  to  intertrigo,  and,  indeed,  sometimes  arising 
out  of  it,  is  eczema.  The  charai  tcristic  form  in  which  this 
affection  manifests  itself  in  childhood  is  eczema  of  the  face 
and  head.  Now,  1  think  you  will  find  that  eczema  specially 
te^s  to  attack  babies  of  a  pi^tiettiar  type.  Thnre  is  really 
quite  an  extraordinary  rcscmbl.i nee  between  eczcmatous 
bal»e».  Brietty  1  ma^\  say  that  tlu-y  are  nearly  always 
well-nourished  infants,  with  a  fine,  smm>th,  white  skin, 
light  blue  eyes,  and  fair  hair — (jiiite  an  attractive  type  of 
baiiy.  in  fact  wliicli  makes  (heir  hcinu  the  victims  of  this 
disfiguring  complaint  all  the  more  patiietic.  I  suppose  the 
oteukng  of  it  b  that  it  is  the  very  fineness  of  t^Ptr  sMn 
wUeh  makes  it  sobjeet  to  the  form  of  catarrh  we  call 
eczema.  The  disease  usually  begins  over  the  malar  bones 
and  spreads  upward  over  the  scalp,  and  downwards  over 
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thr  rost  f)f  llu-  fiu  i'  and  upper  part  of  thv  trunk.  In  its  full- 
blown form  it  nuinifests  itself  by  rednewx  and  oozing,  with 
much  local  heat,  so  that  when  a  moist  dressing  is  removed 
von  will  ofto.i  tiiid  it  stcamin<;  hot.  The  serous  fluid  which 
exudes  from  the  hurfate  speedily  dries  into  a  yellowish  cake 
or  cn»t,  which  may  fs&ver  iim  wlioie  wsalp  aad  faflo,  and 
from  whii'h  the  lif,'ht  blue  eve>  peer  out  \\  ith  a  ch  iu  ii«-ss  and 
l>ri<;htne>s  wliieh  is  sharpened  by  contrast  with  the  loath- 
some frame  in  whieh  they  are  set. 

I  hmve  iirfieatetl  my  belief         the  predispo>in^  cauBe 

of  this  form  of  eczema  is  the  jxyssessi.Hi  by  the  child  of  a 
type  of  skin  whieh  is  pceuliarly  susceptible  to  nrilation  ; 
Irot  if  you  ask  me  what  the  ewjiting  ci^e,  tfce  aetasl  gtwrtw, 
of  the  eczema  in  these  eases  is.  I  mu>t  confess  my  i<,'noranee. 
You  will  hear  it  attributed  by  (h>etors  to  some  fault  in  the 
diet,  and  by  mothers  to  "  teething."  As  re>j;ard8  tlie  former 
^  mese  opinions,  I  can  only  «wr  that  my  experienec^  is  n  .i 
in  harmony  with  it.  In  many  perhaps  th<-  majority-  of 
such  eases  the  infant  is  being  fed  at  the  brea-l.  and  is  in 
every  way  a  welt-nonrished  child  who  has  no  digestive 
distarbance  at  all.  If  food  does  play  any  part  in  the  pro- 
cess, I  i;m  convinced  that  it  is  more  often  the  quantity 
than  the  quality  of  the  diet  which  is  at  fault,  and  that  if 
yo«  make  any  alteration  in  the  feeding,  it  should  be  in  the 
dire<>tion  of  reducing  the  amcunit  of  the  feeds.  As  regards 
the  question  of  teething,  1  can  only  say  that,  whilst  I  do 
not  believe  that  by  itself  teething  often  caraeB  eczema,  yet 
tfcere  can  be  no  doubt  that,  pending  the  eruption  of  a  tooth, 
an  already  existing  eczema  is  apt  to  be  aggravated,  and  to 
take  on  a  more  angry  antl  inflammatory  character.  I  have 
seen  this  happen  too  often  in  eczematous  babies  who  have 
been  under  treatment  in  the  uards  to  have  any  doubt  on 
the  subj  rt.  In  the  same  way,  any  dis(»rder  of  digestion 
may  intensify  an  eczema  tem|w»rarily,  and  the  flushing  of 
tiie^face  after  meals  which  is  so  familiar  a  phenomenon  in 
dysf^ia,  ^re»  *  key  to  the  uiidoretandiug  of  how  this 
wsAy  be. 

m  the  views  I  have  expressed  be  correct,  you  will  not 
ei^  t  much  from  generator  laternal  remedies  in  tin-  treat- 
MBt  of  the  ecaemft  of  ohik&owl.    By  all  means  correct  any 
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error  in  feeding  which  you  may  detect ;  if  there  be  constipa- 
tion, administer  saline  aperients,  and  if  the  motions  are  in- 
digested and  unhealthy,  try  rhubarb  and  soda.  Such 
recommendations  are  obvious.  There  remain  three  drugs 
that  are  said  to  be  useful.  Citrate  of  potash  is  often  ad- 
ministered in  these  casrs  under  some  vague  impression 
that  it  is  '  cHMiling  '  to  the  blood.  1  can  only  say  that  1  have 
tried  it  fairly  dil^ently,  and  am  not  sure  that  it  exerts  any 
beneficial  effect.  Guaiacum  has  been  recommended  by 
Dr.  Eustace  Smith.  It  ia  given  in  the  form  of  the  tincture 
in  doses  of  10  minims  three  times  a  day.  It  is  said  to  take 
the  '  tieriness  '  out  of  an  eczema,  but  although  I  have  often 
intended  to  try  it  I  have  never  done  so  yet.  Quinine  is 
said  to  exert  a  favourable  etfect  in  some  cases.  It  ia  given 
in  doses  of  1 J  grains  for  every  year  of  the  child's  age  once  a 
day.  Euquinine — which  k  tMtetets — i»  ^  best  ifxna  ia 
which  to  exhibit  it. 

Wlien  all  is  said  and  done,  however,  it  is  upon  persistent 
looid  tewtunat  that  you  must  chiefly  rely.  The  first  step 
is  to  clear  away  all  debris  and  get  a  fair  fiehl  for  your 
remedies.  Crusts  should  be  removed  by  the  use  of  boracic 
starch  poultices*  or  by  soaking  with  oil.  When  softened  by 
one  of  th^ie  means,  they  must  all  be  picked  of!,  so  that  a 
bare  oozing  siirface  is  left.  So  long  as  the  eczema  con- 
tinues to  '  weep  '  there  is  no  use  in  applying  ointments,  for 
they  will  not  stick,  and  you  must  depend  upon  lotions. 
I  u.se  one  nf  three — <'alamine,  lead  lotiori,  or  black  wash. 
By  such  means  the  inflammation  can  be  kept  at  bay,  and 
when  it  begins  to  sulfide,  and  the  eczema  assumes  a  more 
scaly  form,  you  may  start  to  use  ointments,  of  which  the 
best,  I  think,  is  one  containing  .5  grains  each  of  re.sorcin  and 
salicylic  a«  id  in  an  ounce  of  vaseline.  If  tliere  be  much 
tendency  to  pus  formation,  it  may  be  better  to  use  dilute 
white  precipitate  ointment  first.  If  stronger  remedies 
cannot  be  borne,  J  drachm  of  oleate  of  zinc  in  an  ounce  of 
cold  cream  forms  a  jood  soothing  application.  The  oint- 
ment should  be  apptted  on  s^ps  at  Maen  coined  * 

*  Prep.ired  by  mixing  1  teaspoonful  of  borio  acid  and  1  table - 
fi|won(ul  of  cold-water  starch  to  a  paste  with  cold  water,  then  addiug 
1  (lint  of  hoiliii);  uutnr.  The  paste  should  b«  spread  oa  eottoa» 
covurod  with  iuu.-«lin,  aud  changed  often. 

is 
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mask  provided  with  t-yi'-holes,  and  fitting  tightly  oyer  the 
scalp.  Tn  order  to  prevent  attempts  at  scratching,  it  may 
be  necessary  at  this  or  any  stage  of  an  eezema  to  apply  light 
pasteboard"  splints  along  the  flexor  awptets  of  the  armn,  ho 
that  the  hands  eannot  reach  the  head. 

Cure  mm%  be  trften  to  protect  the  face  from  cold  winds 
.)r  sun  when  the  child  goes  out.  A  red  veil  is  useful  for 
these  purpoHCS.  The  skin  should  not  be  washeil  with  .soap, 
but  bathed  wiA  water  containing  1  drachm  ot  borax  to 
the  gallon. 

N"o  matter  how  careful  and  thorough  your  treatment  may 
be,  you  munt  bi'  prepared  for  relapses,  and,  what  is  more, 
yoa  must  prepare  the  mother  for  them  too.  I  always  make 
it  clear  when  undertaking  the  treatment  of  a  ease  of  eezema 
in  an  infant  that  one  must  not  look  for  a  certain  cure,  but 
that  the  conditio:,  is  likely  to  persist  with  ap»  and  dowM 
for  along  time,  possibly  until  all  the  teeth  are  cut .  You  may 
safely  promise,  however,  that  it  will  get  well  in  time,  and 
that  it  will  leave  no  l)ad  ctfects  or  ilisligurement  behind. 


SEBOEBH(EIC  ECZEMA. 

The  term  'seborrhcea'  is  a  bad  one— one  of  the  worst  in 
dermatolc^y,  in  fact,  which  is  saying  a  go«)d  deal-for  it 
nutvirally  suggests  an  increased  production  of  sebum,  which 
does  not  really  take  place.    It  is  convenient,  however,  to 
retain  the  term  '  seborrhoeic '  f or  that  form  of  eczema  met 
with  on  the  scalp  and  forehead  and  behind  the  ears,  and 
occasionally  also  on  the  upper  part  of  the  trunk,  which  is 
characterized,  not  by  oosing,  but  by  the  production  of 
greasy.  veUowish  flakes  or  scales,  which  may  adhere  into  a 
brittle  crust.    If  one  removes  the  scales,  the  underlying  skin 
is  found  not  to  be  so  congested  as  in  ordinary  ecwma,  but 
rather  of  a  pinkkh  tint.   SebwrrhoMC  eczema  is  met  with 
both  in  babies  and  in  ohier  children,  and  in  the  former  it 
«>ften  ftnms  a  greasy,  yeUow  layer  on  the  top  of  the  head, 
which  tlie  mother  is  afraid  to  remove  for  fear  of  bajtmng  Ae 
fontanelle.    Here,  again,  th.'  first  step  in  treatment  is  to 
remove  the  scales  or  crust.    When  this  has  been  done  (in 
the  wa,\  alreatly  described  for  ordinai  N  eczema)  an  ointment 
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cunsiHting  uf  lU  graiiui  each  uf  salicylic  acid  and  Hulphur, 
with  1  drachm  of  oxide  of  zinc,  in  an  oanoe  of  TMdine, 
ghould  bo  well  rubbi'd  in.  You  will  find  ^Ufti  il  M  more 
amenable  to  treatment  than  ordinary  ecxema. 

IMPETIGO. 

Impetigo  contagiosa  in  a  frequent  affection  of  the  ukin  in 
childhood.   It  u  commonest  in  children  of  whoirf  age,  and, 

as  the  name  implies,  in  convej'ed  from  one  to  tho  other  by 
direct  contact,  being  dtie.  as  you  know,  to  local  infection 
with  pyogenic  organisms.  It  motit  commonly  aflfecta  the 
face,  espeeiatty  in  the  neighbourhood  of  the  mouth,  and  yoa 
may  easily  recognize  it  by  the  yellow  crusts,  which  liave  a 
curious  look  of  having  been  Htuck  on  artificially,  its  txeat- 
maiit  is  as  simple  as  it  is  satisfactory.  Yon  hare  merely  to 
remove  all  the  crusts  in  the  same  way  as  you  do  in  eczema, 
and  then  to  rub  into  the  raw  surface  which  is  left  a  little 
weak  antiseptic  ointment.  There  is  nothing  better  than 
white  precipitate — S  grains  to  the  ounce— of  wUoh  a  Utile 
sliould  be  well  rubbed  in  fre<imntl>/  throughout  the  day. 
Under  tliis  plan  the  disease  quickly  disappears. 

UBTICABIA. 

Nettle-rash,  in  one  form  or  another,  is  one  of  the  com- 
monest of  the  miiKHT  aihnenta  met  with  in  the  nursery,  and 
everyone  wli  *  has  ever  been  stung  by  a  nettle  is  familiar 
with  the  appearance  which  it  presents  in  its  simplest  and 
uncomplicated  form.  CMten,  howevfar,  one  finds  that  upon 
the  top  of  the  wheal  there  arises  a  papule  which  persists 
after  the  sid)si(lcn(e  of  the  original  eruption,  and  to  this 
form  the  term  lichen  urticatus  is  applied.  The  term  is 
joitifi^,  ftar  the  papules  so  fmti^  hmy«  ike  typical  flat, 
polished-looking  a[>ex  characteristic  of  the  papules  of  lichen. 
Sometimes  little  vesicles  form  on  the  top  of  them,  and 
these  may  even  go  on  to  f«>rm  pustules.  Add  to  these 
some  scatte^red  wheabi  ami  the  seooiidtiry  lesions  and  infec- 
tions  which  result  from  scratching,  and  you  will  rcadilj- 
understand  that  in  its  fully -developed  forni  lichen  urticatus 
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may  piehcnt  mtlicr  a  complioatt*!  picture.  Now,  there  is 
an«>ther  (Uscas©  which  may  prt'went  an  exactly  similar  pic- 
ture, ami  tliat  is  MftMtl.  For  my  own  part,  I  confess  my 
inability— ill  many  cases,  at  least— to  diagnose  lichen 
urticatus  from  .scabies  merely  by  lo«)king  at  it.  For  you 
must  remember  that  fMjabies  as  it  «>ccur8  in  children  haw  by 
no  means  the  characteristic  distribution  whidi  it  manifests 
in  the  adidt  ;  on  the  contrary,  it  is  often  quite  a  generalized 
eruption,  in  addition  to  this,  both  lichen  urticatus  and 
scabies  cause  great  itching,  c^l)ecially  at  night,  so  that  the 
mimicry  of  the  one  by  the  other  is  almost  complete.  How, 
tlien,  are  you  to  tlistinguish  between  them  ?  By  attention 
to  two  pointH.  Lichen  urticatus  is  a  disease  of  much  longer 
duration  than  scabies  :  tlx-  lif©-hi8tor\-  of  the  f»)rm<'r  covers 
months  or  years,  t  hat  of  the  latter  days  or  weeks.  Secondly, 
scabies  rarely  affects  but  one  child  in  a  family,  for  before 
loi^  another  is  almost  sure  to  become  inf  ec  ted .  Should  you 
still  be  in  doubt,  the  therapeutic  test  will  .<ettle  the  point. 
Under  a  few  sulphur  baths  (1  ounce  of  potassa  sulphurata 
to  7  gallon»  of  warm  water),  or  the  inunction  of  weak 
sulphur  ointment  (equal  parts  of  sulphur  and  zinc  oint- 
ments), or  the  a])plication  of  equal  parts  of  balsam  of  Peru 
and  glycerine,  scabies  will  quickly  disappear  ;  lichen  urti- 
catus will  not. 

Thh  leads  nic  to  speak  of  tlic  treatment  ol  nettle-rash  in 
general,  and  at  the  outset  1  would  remark  that  this  is  by  no 
means  an  easy  matter.  Only  too  often  you  will  find  that 
the  dt^Mie  persists,  with  loitger  or  shorter  intermissions, 
for  a  lonji;  time  although,  like  eczema,  it  teii(l>  to  disappe»vr 
spontaneously  about  the  enil  of  the  third  year  of  life.  I 
would  advise  you  not  to  listen  too  readily  to  those  who  say 
that  net!  u  rash  is  always  due  to  some  disorder  of  digestion. 
.Iu>t  as  in  the  ease  of  eczema,  .so  here  1  have  often  found 
that  there  is  really  nothing  to  criticize  in  the  food  that  is 
given  or  in  the  way  in  which  it  is  tligested,  although  I 
admit  that  in  a  few  cases  improvement  will  result  from  the 
use  of  the  .same  general  measures  and  internal  rcmi'dics  as 
w^ere  recommendetl  in  eczema.  Aperients,  rhubarb  and  soda, 
qiiiiiiiie,  and  iehthyol.  all  have  their  place,  but.  on  the 
whole,  you  have  to  depend  chiefly  on  h»eal  trciitnient.  Nor 
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iri  this  ut  all  sun-  to  hv  «iun'h.sf  ul  ;  often  all  that  y<»u  ran  do 
ta  to  relieve  itching,  and  it  is  not  always  p*  ^siMr  to  t  ffcrt 
vvvn  that.  Av(»id»nce  of  thinnr>  vhich  irritate  the  skin  is 
(.f  tlic  first  importance.  Warm  baths,  for  instamc,  may 
\mw  to  hv  interdicted,  and  in  these  cawa  »t  least  the  gener- 
ally salutary  ride  of  '  Hanncl  next  the  skin'  must  be  brf>k«  ti. 
Silk  is  tlu'  i)cst  materia!  f<»r  the  uiuler-^arments  and  night- 
dress, or,  if  silk  be  too  expensive,  linen.  By  attention  to  this 
point,  I  have  sometimes  cured  cases  in  which  all  the  ordinary 
rem^ies  have  been  tried  in  vain.  For  the  n'lief  of  it(  liin« 
many  applieations  have  been  recommended.  The  following 
ointment  is  oft»'n  effieaeious  : 

/i-iKiphthol  ..  ••  er.xvL 

Ziiu'i  oxidi  . .  •  ■  •  • 

Ung.  siaiplit  if'  •  •  •  •  . .  i^i- 

This  must  be  rubl)ed  in  all  over  the  l»ody  at  night.  On  the 
whole,  however,  there  is  nothing  better  than  tar  (equal  parts 
of  tar  ointment  and  diachylon  ointment),  the  only  drawback 
to  which  is  that  it  is  dirty.  A  tar  lotion  {\h[.  pieis  earbonis, 
1  drachm  to  a  pint  of  water)  is  cleaner,  but  not,  1  think, 
quite  so  eflicaciotis.  A  weak  carbolic  lotion  (1  in  40)  some- 
times answers,  but  I  am  always  rather  chary  of  applying 
carbolic  acid  over  larj^e  areas  in  younjj  children. 

It  may  also  form  an  ingredient  of  other  lotions,  as,  for 
example  : 

Acidi  oarlxd.       . .         . .         •  ■         ' '  SS* 

Calamin.  prep.     . .  . .  •  •  •  •  2P* 

Cret.  prop.  ..  •• 

Glyoerini  . .  . .  •  •  •  •  3i.8«. 

Aqaam  ••  ••  ••  ■"'▼J* 

Td  be  painted  ou  at  night  after  waf^i^  with  »  seap. 

By  the  use  of  such  means  as  these  you  may  at  least  hope 
to  alleviate  the  worst  symptoms  of  the  disease,  but  more 
than  this  it  is  often  not  in  oneV  power  to  do.  When  all  else 
has  failed,  however,  never  omit  (o  try  the  effect  of  a  change 
of  air,  which  will  often  succeed— temporarily,  at  least— 
when  local  a^Uctitiomi  j^ve  of  no  avail. 
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Kin  rill. MA  I  A. 

Tutting  an'nU'  tlu'  piuel^v  fugitive  f»tini>,  i-i  \  tlu-nuitu  tt-iid 
to  necnr  enpeeially  after  the  perkid  of  infafioy,  and  you 
^^loul(I  alw.i  vs  -.us|U(  I  Mil  asiwieiation  of  tlu  rii  with  Hu'U- 
inatiMM.  Till-  c<>uiiii<>it(  ^t  form  \h  erythema  nodosum,  wliirh 
occurs,  ns  yf)U  know,  chiefly  on  the  legs,  hut  oeeasionuUy  on 
th<  II  111-  as  well,  ill  tlu. form  of  roundkh.  raiKed. and  ti%htly 
tender  l>|iit(  lu  >  of  a  |iiiT  i  |i>h  (  olour.  |)as^iIll^  as  tli.  y  fade 
away  through  ail  the  eoluurs  of  a  hruise.  The  only  thing 
for  wklch  y«>u  may  misttike  it  Ik  the  eruption  which  results 
from  the  bites  of  iiinsqiiit- les  iniet  with  even  in  this  <  ountry), 
which  may  Simula t»'  a  loc  al  oiitlm-ak  of  er\  tliema  nodosum 
very  closely  indeed.  If  ycui  are  aware  of  this  source  of 
fallar  v .  however,  you  arc  not  likely  to  bo  mialed  by  it. 

Tile  other  f(  )rtn  of  cTN'tlii'iiia  (rheumatic  erythema,  or 
peliosi.s  rheuinatiea)  is  met  with  in  the  neighbourlux^d  of 
a  joint  (which  is  usually  rather  swollen  and  tender),  and 
forms  a  large  area,  dunky  red  and  rather  hot,  with  more  or 
less  liaMUorrhafrie  exudation.  It  is  iinieh  rarer  fh.ui  ery- 
thema nodosum,  and  is  accompanied  by  unue  constitutional 
diitturbance.  In  the  trMtnest  of  both  forms  the  only  thing 
to  be  done  is  to  put  the  child  in  bed.  Tf  you  do  this,  the 
eruption  very  quickly  fades.  Salicylates  may  be  given,  but 
more  m  a  preventive  of  other  rheumatic  manifestations 
than  for  the  erythema  itself,  for  I  doubt  very  much  whether 
the  skin  eruption  is  in  any  way  affected  by  tteir  a^ninb- 
tration. 

SWEAT  HASliKS. 

Bashes  from  excessive  sweating  are  often  met  with  in 
Imbies  who  are  rather  overclad,  and  espec  iaily,  of  course, 
in  hot  weather.  T  think  their  commonest  distribution  is 
over  the  base  of  the  neck  and  upper  part  of  the  front  of  the 
chest.  They  consist  cjf  tiny  vesicles  (sudamina),  c)ften  upon 
a  basis  of  intertrigo.  Sometimes  they  go  on  to  form  minute 
pustules,  and  when  inflamed  the  eruption  is  spoke  ii  of  by 
some  writers  as  'strophulus';  but  as  this  term  is  also  used 
by  some  to  mean  lichen  urticatus,  it  is  ambiguous,  and  is 


TIIK  roMMoNKH  SKIN  DIST.ASKS  »l 

Itent  rtvc.i«Ua.  Tho  trtfttOMnt  of  a  »w»'at  ra«h  i»  tlit-  same 
HH  the  Im-al  treatment  of  intertr^. 

Of  psoriaHw.  which  In  ctTtainly  i;  fairly  ( ..minnn  xkin 
(lis«  as-«  iiichiMrcii.  I  d"  nut  piopoM' to  nptnik.  f«»r  iti*  maiiage- 
iiitnt  (lit!urH  in  no  rci*|M't  t  from  that  of  the  name  dfos^se  •« 
met  with  in  adult*.  Nor  nhall  1  wiy  anything  of  ringworm 
«.r  alo|M'.  ia,  for  I  have  nothing  to  ad*!  to  what  yoo  will 
already  find  on  tht>Mo  Hubjet  tn  in  any  text-b»)ok. 
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Abdomkn.  dueasos  of,  200 
effusions  into,  122 
enlargement  of,  349 
hardneHS  of,  in  colic.  4f> 
in  chronic  constipation,  91 
in  coeliac  disease,  79 
nodules  of.  121 
pain  in,  causes  of,  352-358 
shape  and  size  of,  6 
(aberculosis  of,  119 

ascitic.  121-1'.'2.  120 
curability  of.  120 
incidence  of,  120 
treatment  of.  124,  128 
varieties  of.  120 
wormth  to,  40 
Ab.icess.  retro-pharyngoal.  346 
Acetonuria.  361 
Acholia.  78 

Achondroplasia,  139-140 
Acquisitiveness,  defective,  278 
Adenoid  tissue,  affections  of,  313 
Adenoids,  183, 227 

asthma  and,  371 

ataxy  and,  376 

ohest,  shape  of,  179 

congenital,  364,  367 

dysphagia  due  to,  358 
aypAilk  «nd,  367 

cough  in,  365 

dysphagia  in.  36S 

dys|i(  psia  and,  372 

enuiiisis  due  to,  374 

epiiituxis  in,  365 

headache  in,  344,  375 

infantile,  364-366 

in  old»  ohildrai.  369-379 

Bi«ital  dtunesu  with,  37^ 

n^t  terrOTB  with,  374 

opwatitMi  toe,  378 

ti&eix  acanrotts  troubles  in.  309 

minatory  diseases  and.  370 

rcspiratorj'  exercises  in,  377 

snuffling  in,  365,  .367 

speech  defects  with,  341,  375 

symptoms  of,  3*)."),  366 

torticollis  anil,  376 

treatment  of,  377-379 

vomiting  in.  376 
Adrenalin  injections,  188 
Age,  diet  tabk-s  a.'id,  42-43 

dnteibtttion  of  tubereutorii.  114 

mpiraiao^K.  102 


Age.  in  rheumatism.  144 

in  riek(^ts.  1.32 

weight  iind,  13,  14 
Air,  change  of,  in  dysp«'psi,v,  l.'iS 
Albuminuria,  cyclic,  1.54 

functional,  324 
Alcoholism,  mratal  deficienoy  and. 
286 

Alkdies  in  dyspepsia,  158 
ABenbury'B  Foods,  composition  of. 

36,  38 

Aloes  in  constipation,  92, 94, 99 

in  dyspepsia,  159 
Amaurotic  mental  deficiency,  285 
Amentia,  simple  primary,  '^i 
Amyl  nitrite,  224 
Anaiuiiii,  146 

causes  of.  307 

chlurutic,  306 

from  use  of  mercury.  111 

in  ulceration  of  intoatiiie,  123 

nephritic,  329 

pernicious,  306 

primary,  306 

rheomatic,  175 

secondary,  307 

splenic  enlargement  in,  309 

treatment  of,  315 

varieties  of,  305 
Anaesthesia,  hysterical,  241 
Animal  food  in  rickets,  138 
Anorexia,  causes  of,  362-363 

hysterical,  247 
Anthelmintics,  163 
AntiphlogLstine,  206 
Antipyrin,  182,  214,  219 

in  asthma,  188 
Anuria.  320 
Aperimts.  227 

in  chronic  constipation,  02. 04 
Aphasia,  congenital,  277,  342 
Appendicitis,  chronic  pain  in,  335 
Appetite,     ubiioriiial,     in  mucous 
disease,  1,">2 

loss  of,  362-363 
Aprosexia,  373 
Argyrol,  77 

Arms,  rachitic  di^formity  of,  130 
Arrhythmia.  200 

sinus,  296 
'  .Vrthritic  diathesis,'  156 
Arthritis,  pneumococcal,  199 
Atetma  lumbrieoidet,  162 
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Asoitiu  tulK-rciilnsis,  {22 

siin.'ioal  ticatiiifiit  of,  Titi 
Asphyxia  in  iifwly-horii,  17 
Astasia-abivsiii,  hysterical,  247, 
•249 

Asthma,  ailenoids  and,  371 

climatic  treatment  of,  189 

diet  in,  189 

dratn  m,  188. 190 

hy^^k;  treatment  of,  1 89 

reflex  irritation  in,  189 

types  of.  1N7 
Ataxy,  adfiioids  and,  .370 
Atelectasis  in  newly-born,  17 
Auscultation,  cardiac,  i) 

methods  of,  7-9 

Babinski  reflex,  12 
Bacilluria, :!--'! 
BoetKlM  co/i  infection,  '121 

prognosis  of,  •i22 

treatment  of,  3i!3 
'  Backwardness,'  285 
Bananin*.  composition  of, 
Barky- wat«r.  27. 
Bartow's  diMOse.  141 
Bathing  and  riienmi^m,  176 
Bed-wetting,  'i^iS-'iSO 
Belladonna,  95,  3.57 
Bell's  paLsy,  2()2 

Benger's  Food,  composition  of,  38 
Bicarbonates  in  dy;spepsia,  158 
Bile-ducts,  congmutal  oblitwation  erf, 

350 

'  Bilious  attacks,'  1.50,  3(iO 
Bismuth  in  diarrhoea,  74,  77 

in  dyspepsia,  150 
Bites,  parasitic,  381 
Blackwash  lotion.  385 
Bladder.  BaeUlut  eoli  in.  322 

eoirtcolof.^ 

ovwdistensfon  of,  256 

spasm  of,  321 
Blcpharospa.sm,  244 
Blindness  in  meningitis,  274 
Blood  cells,  301-3U4 

changes  in,  308 

cong(^nltal  abnorm:  >i&ll  of.  305 

counts,  301-304 

diseases  of,  301-318 
treatment  of,  315 

examination  of,  146 

{ornialion  of,  301 

vomiting  of,  362 
Blood-corpuscles,  red,  destruction  of. 
Blood-forming  organs.  113  [17 
Blood-letting.  183 

in  broncho-pneumonia,  206 
Biood-pressure  in  mucous  disease.  IS3 

low.  in  children,  10 
Blood-senim  ia  hamorriiagio  disease. 
82 

oo^guMttioa  eft  peettBaiitte 


Body,  examination  of,  7 
Bones,  changes  in.  in  rickets.  128.131 . 
139 

examination  of.  7 
hwmonhago  in.  in  aoorvy.  143 
in  eoi^enital  syphilis.  IVJ 
Boftenbigof.  129. 1.35 
83rphilisof,  107 
tenderness  of.  40 
:   Borax  nasal  douche,  378 
:  Bottle,  kinds  of,  27.  28 
I  Bottle-feeding,  colic  and.  48 
precautions  in.  25,  27 
Bow-lesrs,  130 
Brain,  diseases  of,  222 
palsies.  252-256,  264 
tumour  of.  344,  .360 
water  on,  0 
Breast,  inflammation  of.  in  newly- 
born.  18 
:  Ikeast-feeding,  decline  in.  24 
i  Keath, '  holding '  the.  225 
I  Ifoeathing.  <Sfee  Reeptratwa 
Bromide  rash,  381 

Bromides,  use  of.  214.  216,  224.  2%. 

233 

i  Bromural.  202 
i         in  insomnia,  348 
!  Bronchial  glands,  enlarged,  1 18,  346 
tuberculosis  of.  115,  118 
Bronchitis,  123,204^ 
adenoids  and,  370 
capillary,  185 
emetics  in,  186,  187 
hot  drinks  in.  186 
inhaUtiftnn  in.  186 
large  tabes  involved,  185 
rioietsand,184. 180 
small  tubes  involved,  185 
stages  of,  185 
treatment  of,  180-187 
tuberculosis  foUowing,  115 
Broncho-pneumonia,  123 
diagnosis  of,  204 
physical  signs  of,  203 
prognosis  of.  205 
treatment  of,  205-200 
tabenmkna  foitowii%.  115 

Cachectic  eonditicHW,  aiaemia  foUow- 
ing. 308 
Calamioe  btkm,  383 
Cafeium  salts,  318 

Cidoulus,  veskal.  321 
I  Calomel,  183,  323 

in  diarrhoea,  73 
!         in  dyspepsia,  150 

in  intestinal  worms,  102,  103,  104 
Camphor  in  diarrhiea,  73 
Carbohydrate  percentaga  in  patent 

foods.  35-39 
Carl)olic  lotion,  38U 
i  Carditis,  rheumatic.  173 
I  Caries,  spinal,  353 
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(  ai  rriiiiativcs  in  ciilic,  47,  4H 
< 'iirm  icli's  Soliilile  FikkI,  .'{(i 
<  'ar|)cj|ii'(lal  s|m.sni,  •Jl."> 
('artiLi;;c.  disiasi"  iif,  l:til 
Casrara  ti"i7 

in  cofL-lipatidii,  '.tj.  <M.  <)',» 
Casein,  dificslihiiity  of.  •_'(>.  -J? 
Castor-oil  in  diarrha'a,  7:i.  74,  77 
Catarrh.  131. 137 

chronic,  antemia  from.  31)7 
gastric,  acute,  149-150 
treatment  of,  IHO 
gastni-intcstinal,  l.'iO 
aperients  in,  IM 
i-lironie,  hil-KiO 
clinical  sign-  of. 
diagnosis  of,  157 
tlniL's  in,  l,"iS 
IKitliolocy  of.  155 
siiliaoute,  151 
syrnpt^^ms  of,  154 
treattnent  of.  157 
iiitestina:,  s3.  362 
laryngeal,  180,  181, 18^ 
rachitic,  132 

tubcrculosLs  following,  113 
Cats  and  tape- worms,  161 
Cellulose,  357 

Cerebral  palsies,  252-256, 264 
Cha|>man'8  Whole  Flour,  composition 

of,  *^ 
Cheitine  Infants'  Food,  composition 
of,;ilt 

Clieltine  .Maitoso  Food,  composition 
of,  37 

Ch&st,  aiisciiltati(rn  of,  8 

ca|)aeity  of,  8 

percussion  of.  1 1 

shape  and  size  of.  (i.  17H 
Chill,  avoidance  of,  10, 85 

colic  due  to,  40 

dyspci»sia  cansed  by,  149 

rheumatism  foUowing,  176 
Chloral,  214. 216, 224 
Chkmrfmu  in  etmvukious,  224 

in  laryngismus  stridulas,  213 
Chloroma,  146,  313 
Chlorosis,  306 
Chorea.  232 

rheuinatie,  174 
Chvostek's  sifin,  212 
<'linical  examination,  1-15 
Ciothinj.',  removal  of,  5 
Citratedmilk,  31 
Codeiii,  40 

Cod.Iiver  oil,  use  of,  125, 137, 138. 15t, 

187.200,214.315 
C<Bliaa  disease.  78>86 

clinical  characters,  79 

complications  80 

diagnosis  of,  81 

drt^  in,  85 

infantilism  in,  81 

pa&dogy  of,  81 


.  Coeliac  disease,  stoola  in,  82 

i  treatment  of,  84 

I  Cold,  e.xposiire  to,  l(i,  H<J 

protect  ion  from.  176, 183 
( \<Uk.  S,;'  ( -atarrh  siMf  Chill 
Colie,  44-40 

liottle-feeding  and,  48 
breast-feodiiijr  and,  47 
carminatives  in,  48 
pistrie,  l,')it 
|)ain  in,  3.'i4 
pt^ptonizud  milk  in,  32 
I        renal,  45,  347 
i        screaming  in,  347 
I        signs  of,  46 
:        symptoms  of,  45 
treatment  of,  46 
j  Colitis,  mucous,  340 
I         treatment  of,  77 
j  Colon,  dilatation  of,  01 
disinfection  of,  323 
lavu^'o  of,  in  diarrhoea,  71 
<  'onilensed  milk,  30 

and  scurvy,  143 
( 'onliyuration,  peculiarities  of,  6 
:  Congenital  aliiiornialities  of  blood,%>5 
i         adenoids,  358,  364,  367 
!         aphasia,  342 
!        cyanosis,  306 

heart  (Useaae.  292-296 
intestinal  atony.  89 
j         laryngeal  stridor,  183,  214.  346 
I         obUteration  of  bile-ducts,  300 
pyloric  stenosis,  54-64 
syphilis.  106-112,  367 
Constipation,  47, 152, 227.  357.  361 
!        chronic,  87-100 

consequences  of.  90.  97 
in  infancy,  87-95 
in  later  childhood.  06-100 
reflex  consequences,  9S 
treatment  of.  92,  98 
in  congenital  pyiork  stenosis,  56 
spasmodic,  88 
Convulsions,  137 

asphyxia  causing,  222 
epilepsy  and,  221. 223 
idiopathio.  221 
kinks,  225 
inrognosis  of.  223 
reflex,  222 
rickets  causing,  222 
salaam,  218 
symptomatic.  221 
tetanic.  It) 
toxic.  2-.'2 

treatment  of,  223-225 
i  Coombs'  Malted  Food.  compoMtioa 

I      of.  30 

I  Cor{)U8clc8.  red.  proportion  of.  3(»l-3(>2 

I  Cotton-wool  jacket  in  bronchitis.  ISO 

I  Cou^.  hysterical.  2til 

I        m  adenoids,  365 

I        in  l»(Hieiio>piiettmoaia,  206 
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Cough  in  enlarged  bronohUI  glanck, 
118 

in  mucous  dLtooHc.  I.Vi 

HpaNni'xIic,  in  tubcrouot»iiii,  IIH 

throat.  ir»4 

treatment  of,  ItK) 
Ciaiiinl  iMiiif's.  examination  oft  7 
Crunio-talieH.  7.  107 
('ream.  27.  'M> 
Creosote,  !'_'.") 

inhalMlKMiv.  \S->,  186 
( 'ret  i  Ills  111.  Nil,  -fii> 

•  Croup.'  iHt,  is:»,  -.m;}.  .'U,'. 

Croupous  piKMiinoiiia,  lOl 
Croupy  reiipiration,  179.  345-340 
Crying,  auscultation  and,  8 

hysterical,  243 

in  atelectasis,  17 
Qranosis,  rengenital,  306 

eineties  eontra-indicated  in,  187 

in  heart  disease,  'J!I4 
Cystitis.  -J.-.t).  L'(i4.  ;{-JJ 

treatment  of,  'VS.i 

Dactylitis,  syphilitic,  lOt) 
Damp,  avoidance  of,  176,  183 
Day  terrors.  2"2S 
Deaf  mutism.  341 
Deafness  after  nu-ningitis.  :J7+ 
Dmtition,  second,  dyspefinaB  of,  148> 
165 

weaning  and,  41 
DeraatitiB,  382 

exfoliative,  23 
Dostrina.  84 
Dextrocardia,  291 
DiMrhcea.  65-77, 125, 137 

acute,  70 

causes  of,  06 

chronic,  7<> 

drugs  in,  7'-i 

dy.spepsia  relieved  hy.  14!l 
ejiidemie.  (>,"> 

in  congenital  sj'philis.  111 
lavage  of  eolon  and  stomach  in,  71 
lienteric,  15:2,  153,  loo,  100 
mcnrtality  of,  03 
opium  in,  74,  IW 
jHrevention  of,  66 
starvation  in,  70 
•t<x^  in,  68 

sabcntaneous  injections  is,  73 

symptoms  of,  (i7,  60 

treatment  of,  70-77 

varieties  of,  (17 

See  also  {'(eliae  <li-^ease 
Dia,4tascd  Farina,  composition  of,  38 
Diet,  conipusitioB  ol  patent  food.  33> 
39 

in  abdominal  pain,  357 
in  anaemia,  315 
in  coeliao  disease,  84 
in  constipation,  06 
in  infanfate  Korvy,  145 


IMet  in  i^'ioric  Btenoiiis.  61 
in  rickets,  '.34, 137 
salt-fre-.-,  :{-iO 

tables  to  three  years  of  age,  42-43 
Digestion,  disorders  of,  27, 30, 44-{0 

iSee  aluo  Dyapepsia. 
Digitalis, --'(e,  297. 299 
Diluents,  -^7 
Diphtheria,  182,  345 

laryngeal,  181 

paralysis  following,  :^1 
Diplegia,  2,'>3 

Diuresis,  spontaneous,  320 
Dover's  powder,  159, 202, 358 
'DirliMing  '  and  bronohitia,  184 
Dropsy  in  nephritis,  328 
Drowsiness  in  pneumoi^,  192 
Drug  eruptions.  381 
Dyspepsia,  44-53 

acute.  149 

adenoids  and.  ',i~'2 

aperients  in.  l.jS 

causes  of,  14,S,  140 

chronic,  14S 

anorexia  in.  303 
mucous  disease  etutaing.  151- 
UiO 

'         diet,  directions  for,  157 
drugs  in,  158 
insomnia  in,  348 
intestinal,  chronic,  349 
pain  in,  354 

persistent,  cause  of  wasting,  103 
sugar-eating  and.  156. 157 
treatment  of ,  1 50,  !  57 

vomiting  of,  1 40, 150,  ,360 
Dysphf-gia,  adenoids  causing,  368 

j  cleft-palate  and,  358 

congenital  adenoids  and,  358,  366 
mental  deficiency  and,  359 
paralysis  of  palate  and,  3S9 
perverscness  and,  359 

!  Dyspna-a,  hysterical,  243 

j        laryngeal,  1«4 

j  Dust  and  tubercle  bocilius,  115. 123 

j  Ear,  examination  of.  12 

middie.  dinoaso  <d,  262.  268. 338 
in  pneumonia,  198 
I  path  of  tabercle  baoilhw,  114 

Earache,  45,  347 
Eczema,  causes  of,  384 
face  and  head,  383 
internal  remedies,  384 
local  treatment,  385 
relapsw  in,  38ti 
seborrhii'io,  ,386 
j  Eggs  in  rickets,  137 
value  of,  315 
Kmaciation  in  pyloric  steooaiit  66 
iimpycma,  290-300 
I         in  pneumonia,  197 
I  Endocarditis,  rheumatic,  172, 176 
I  Enemato.  btxatlTe,  93 


3»»         LKCrUBES  ON 

'  Kii^'lisli  diaoase,'  127 
i;iit(  ric.    Sit.  Typhoid  fovoT 
Eniiri-sis, 

n<lriii)i(ls  and,  374 

belludoiitta  in,  230 

by  diiy.  231 

CiUlsCH  r.f,  1J2() 

trcatiMcrit  of.  ;»29,  231 
E|)idcMiii(;  suMiiiiiT  (liarrhiva,  (55 
Epili  |K\ .  :.>_'i.  :>•_),( 

iiii  iital  (IcIicioiK^y  and,  Mi 
Epipliysis,  cnlarf.-i-mi'iit  of,  129,  139 

s(  |iarati..n  of,  143 
Kpiphy>iti-i,  144 

syiihiiitic,  109 
Kpistaxis,  305 
Krb's  paralysis,  259,  265 
Eruptions,  drug  and  parasitic,  SSI 
Erythema.  390 

marginatum,  174 

nodoBiim,  liitO 

rliftiiiiatic.  173,390 

ti  iulciity  to,  117 
Kliquiiiiiir,  ;j.S,"i 
Exaniinalitm,  t  linical,  1-15 

mi'tlidds  of,  3 

palpation,  7 

pliyaical,  4 
Expression,  facial,  5 
Eye,  fundus  of,  examination  of,  12 

hysterical  disorders  of ,  344 
Eyelashes,  lonf;,  117 
Kvc-strain.  KiO,  344 

Facial  exijnwsion  of  mental  ^Aeitticy, 
279 

irritability,  212,  223 

paralysis ,"201,  262 
Facies  of  dLseiise,  5 
FaDcas.    iSee  ,St<jols 
Fairchild's  rei)togenic  Milk  Powder, 
S I 

Family  history,  ;!-5 

in  coii;,'i;nital  syphilis,  106 
Farina,  composition  of,  38 
Fat,  27.  30 

deficiency  of,  .-nd  rickets,  134, 
138 

percentage  in  patent  foods.  38-39 
Fatigue,  headaoiie  following,  344 
Feeding,  artificial,  composition  of 
infant  foods,  30-39 
milk  problems,  28,  31,  33 
snl)stitiit('s  for  huiiian  milk, 
•2i\ 

reasons  for,  24-43 

insuflii lent,  causa  ol  waatiiig.  101 

intervals  of,  27 

time-table  for  iiif  uits,  2S 

See  also  Food  and  .Milk 
Femur,  rachitic  deformity  of, 
Fomentation,  prevention  of,  49 
FenamtcStt 
FerrolRiBt,  31 S 


DISEi^ES  OF  CUIU^EN 

Fever,  iiiao-'tion,  IS 
spjcifio,  aouto,  337 
I  Fevon,  infecthre.  wunnk  foUowii^. 
308 

VKtRMdh  Bolmonary.  80S 
Ii^gen,  embbed,  204 
Fits,  hysterical,  237 

in  spast  io  palsioR,  255 
'  inward,' 221 
mental  delieicncy  and,  284 
Sec  iit.Hii  Convidsions 
KlatiilciRc,  (.(ffct  on  heart,  21)0 
I'latiis,  relationshif)  to  colic,  4(i,  47 
Fluids  in  food,  value  of,  50 
Foinefitations.  hot,  in  laryngitis.  182 
Fontaiicllr,  anterior,  bulging  of,  273 
closure  of,  14 
depressed,  7, 10 
Food  oansing  dyspepsia,  149 
olumgeof,34 
pain  after,  354 

jiatont,  tables  of  composition  of, 

35-39 
varietv  in,  362 
.Sc«'  Ill's;  Diet  and  Milk 
Kood-fevor.  340 
Koreiijii  Ixidics  in  larynx,  340 
Formalin  in  tetanus  neonatorum,  20 
Frame  Food  Diet,  eomposition  of,  39 
Fruit  juice  in  scurvy,  147 

Garlie.  209 
'  Gastric  fever,'  151 
Gastritis,  a'jute,  pyrexia  in,  338 
vomiting  of,  300 
simulating  menir  gitis,  268 
Gelatin,  85 

Genito-urinary  system,  common  affec- 
tions of,  319-330 
Gentian  in  dyspepsia,  158 

'  Geof.'raphical  tongue,'  153 
Gbnds,  diseases  of,  313-315 

tuberculosis  of,  114-110 
Glaxo,  composition  of,  31,  37 
Glisson  on  rickets,  127,  128 
Glycerine,  use  of,  49 
Gonorrhceal  septicajmia,  20 

vulvo  vaginitis,  330 
Grasping  inabiUty,  278 
t;ravel.  45,  320 
Gray  powder,  99,  320 

in  syphilis,  110 
value  of.  in  food,  33 
Grr-t  Ormond  Street  Hospital  statis- 
tics, 114 
Grimacing,  278 
'Growing  paiiw,'  170 
I   Gums,  bleeding  of,  312 
I         condition  of,  in  scurvy,  142,  144 
Guaiacum  in  eczema,  385 

Habit-spasm.  232 
j    Hiemateiiiesis.  3U1 
t   llicmaturia,  143,  325 
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Ramiatiiria,  caimc'^  of>  325-320 

ill  NCiirvy,  1-tfl 
Hamogiobin.  :)(>i.305 
pro|K>rtiori  of,3<>2 
Hffimopuilia,  317.  325 
Hemorrhage,  jnirpurio,  317 
HMinwrbages  in  infantile  scurvy. 
143.146 

Hsemorrhagic  disease  of  iiowly-born. 

Hair  on  back  inyouiij^  babies,  117 

in  coiigenitiil  svpliilia,  107 
Halliicination»,  :i'JG,  228 
Hand  'trident,'  140 
'  Hardcniii).'.'  dimiier  of,  170 
Head,  ban^'iii;^  of.  2!'.) 

eirciiinfcreiice  of,  13 

exaniinutioii  of,  7 

retraction  of, 

in  meningitis,  ^7, 273 

riclcety,  129. 135 

shape  of,  6.  282 

in  achondroplasia,  140 
Headache,  adenoids  and,  'M't 

causes  of,  USO,  344 
Head-nodding,  diagnosis  of,  218 

nystagmus  in,  217 

prognosis  of ,  218 

treatment  of,  211) 
Hearing,  defoctiv  e,  341 
^art,  21)0-3U0 

aortic  stenosis  of.  294 

auricular  fibrillation  of.  297 

auscultation  of,  9 

omigenital  affections  of,  292-296 
possibility  of  recovery, 
295 

treatment  of,  295 
disease,  {vognosis  of,  294 
displacement  of,  291 
fnnctioaal  disorders  ol,  296 
irr^^ulttity  of.  290 
murmurs,  291,293 
pericardial  effusion  of,  299 
pyocardium  of,  3tJ0 
sounds,  290 
suspected  cases,  297 
rheumatic  alfectkms  of,  169, 172 
sounds  of,  10 

valvular  disease  uf,  172, 173. 291 

Hebetude,  373 

Height  of  children.  13. 14 

Hemiplegia,  253 

hysterical,  236 
Hmooh's  purpura,  317 
Hepatitis,  syphilitic,  350 
Mered%.4 

in  rheumatism,  107 

nervous,  210 
Hernia,  development  of,  91 
Hip,  cuuguuitiii  dUiijcation  of,  343 

..  disease,  pain  in,  3r>.'{ 
History  of  infautilc  case.s,  3-5 
Hod|^in'»  disease.  311. 314 


I  Holadiri,  KC) 

'  Horlick's  Malted  .\i:!k,  oompo-sit'on 
of,  36 

I  Hospitals,  teaching  of  pediatries  in. 
j  1.3 

Hons  Babies'  Food,  oomposition  of. 

37 

Hovis  Food,  eoMiposition  of,  39 
HydrocephaiiiM,  ti,  135, 283 
1        chronic,  2~  I 
j  Hyoseyamu.-t,  .■(57 
I  Hyp<'rii!stli<'si:i.  hysterical,  241 
I         in  iiifantil'  paralysis,  145 
■         ill  paralysis.  2."iS 
screaming  in,  347 
Hyperpyrexia  of  marasmus,  106 
'  Hysteria,  anure.via  in,  363 
diaenosis  of,  240 
eti<dogy  of,  235 

inconsistency  of  symptoms  of,  247 
mental  manifestations  of,  245 
minor  manifestations  of,  230,' 
ocular  manifestations  of,  244 

I         prognr)si.s  of,  248 

respiratory  manifestations  of.  241 
1         sensory  manifestations  of,  240 
j         sex  faet(jrs  of,  234 
I  treatment  of,  2 '  < 

I  visceral  manifestations  of,  245 

'   Humerus  in  rickets,  130 

Icterus  neonatorum,  17.  303,  350 
Idiocy,  270 

by  deprivation,  284 
congenital,  285 
Idioglnssia,  277 
Uco- colitis,  76 
I  Illness,  acute,  343 
I  ImlxM^ility,  255 
'         eclamptic,  %4 
I   Impetigo,  387 
I   Inanition,  fever,  10 
Inco-ordination,  278 

in  nervous  diseases,  211 
Indigestion.    See  Dyspepsia 
Infant  feeding,  artihcU,  24-43 
Infantilism,  89 

of  cceliac  disease,  81 
intestinal,  78, 81 
Infective  diseases  of  newly-born,  18 
InhalatioDS  in  asthma,  188' 
iu  bronchitis.  186 
in  laryngeal  spasm,  182 
Injections,  rectal,  105 
subcutaneous,  72 
i  Insomnia,  causes  of,  348 
I  Inspection,  methods  of ,  4, 6 
;  Intertrigo,  382-383 
Intestinal  worms,  100-105 
Intestines,  atony  of,  89 

mueC'U-;  diseas."  and,  l.'>."> 
path  of  tubercle  bacillus  by,  114 
secretions  of.  defootln,  88 
ulceration  of,  123 
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nt«-8tine».    .SVr  idto  Catarrii  and 

Iiitubatinn.  183 

lutiiHauscoption.  70 

I(;;lof(irin  i  iiiiil>iim  in  oystitU,  323 

niiitinciit  ill  tiibcrouloHia,  124 
Ipocaoiianha  in  Im  i ,,. ml  spwin.  182 
Iron  ill  aiia  niia.  .'ti,>, ;  ;y 

III  <lv'|"'i)sia.  !.'>!» 

Isolation  in  iiystciia.  248 
Itch,  382. 388 

Jaundice,  3S0 

in  nevly.born,  17 
Jem,  Bwntei  defi^anioy  and,  285 
Jointo,  rhenmatitm  of,  108, 170 

Kernit-'H  sii;n.  11.  litu 
Kidiu  v  .  Iliirillit.t  rati  in,  323 

mile  (lui-  111.  4.") 

•■iilari.'i'MR-iit  (if.  ;M1» 

lia-iii(irrliat;c-  diR.  \,,  scurvy,  I4t$ 

iiillamniatiiin  of.  327-;i2SI 

sarcoiiii'.  of,  328 
'  Kinks. '  225 
Knee-ierka.  '  ~ 

in  pai      .  ,  343 
KopUlc^i  337 

'l*mng,'278 

Laryngeal  spasm,  catarrhal,  180, 182 
stridor,  183.  219, 348 
pathology  of,  214 
syniptomg  of,  215 
treatment  of,  215 
l^ryngismuii,  i:{7  \ 
•tridulas,  \  k\.  wms  \ 
prognosis  (if. -JIM  ' 

sif.'11-i  lit.  l'1-J 

(icatiiiiiit  of, 
Lwyngitis,  acut.',  ls:i 

catarrhal,  181,  34o 

chronic,  346 

treatment  (rf,  188 
Lai>  nx ,  (liscasea  of ,  179-184 

nialforniation  of,  215,  219 

papilloma  of,  184, 346  ! 
Lead  lotion,  385  I 
Legs,  examination  of,  7  ! 

in  coelinf  disease,  80 

in  siurvy,  142  j 

lai  liitic  deformity  of,  136 
l.ciicoeyti's.  .'{02 

l.ciik.fmia.  ."Jl 7  | 
acute.  14(i  ! 
lymphatic.  .•tiL'  i 
myeloid,  31 1 .  3.'>() 

paeudo-iBfantom,  309  ' 
lichen  nrticattn,  387, 388 
L^mcnta,  laxity  of.  In  rickets,  132 
Limbs,  examination  of,  7 

position  (tf,  6 
Lbae  constiti^  of  bon«,  130 


j  Limesaltsin  Imiiii'.  iK.'t 

thera|>eutic  ii.su  of,  |;|3 
Ume-water,  27 
Little's  disease,  253. 256 
Liver,  7 

acute  yellow  atrophy  of.  350 

aperients.  320 

cirrhosis  of,  351 

jaundice  in  dLseote  of,  350 

-i/.e  of. 

.Mln)jgi.sh.  !•!» 
Lordo.sis,  140 
Lotions  in  ec/.i'iiia.  ."IS."! 

ill  ■skin  diseases.  ."IH!! 
Liiiiibar  piiin  tiire  in  inenin;;itis.  209, 
275 

Lungs,  auscultation  of,  7.9 
crepitations  in,  203 
fibrosis  of.  208,  291 
percussion  of,  1 1 

tui.ereulosis  of,  114, 117, 208 
lA  inpliadenoma,  311, 314 
l.yiiipliatic  system,  taberealosis  of, 
113 

Lymphocytes,  number  of, 304,309, 313 

.Magnesia  in  constipation,  93 
.Male  fern  in  intestinal  worms.  1((2 
.Maiiiiiiie,  iiillaiiimatiiiii  of.  IS 
.Maiihii  Infant  Food,  composition  of, 
37 

Manna,  93 

Manubrium,  bruit  over,  119 
Marasmus,  103 

treatment  of,  105 
See  lUao  Wasting 
Mart^ate,  124 
Marrow,  red.  303 
Mi  ^-lajfc  in  constipation.  94 
•       .     '  "'  (  ulusis  following,  115 
•ts.  i:is 

..et.  84 
o''    anorexia  in,  303 
.\Ielim    foiiii,  cDiiipoaition  of,  37 
.Uem.i^.  itis,  2(11 
acute,  •>-{) 
ccre'jro-spinal.  272 
diseases  simulating,  2(57-270 
general  symptom.s  of,  2(j(i 
irritative  symptoms  of,  267 
lumbar  puncture  in,  269, 275 
pneuniococeal,  198 
posterior  basic,  272 

jliagi.osis  of,  274 


prognosis  of,  274 
s|)e(itic  treatiiieiit  of ,  275 
.screaiiiiiiir.  .'i47 
treatment  of.  274 
tubcrciilous.  271-272 
diaii;iiiisis  of.  274 
varieties  of.  \L~,^> 
vomiting  in,  3tiU 
Mental  c<Miditioa  ia  ohnmie  ooutiM- 
tion,  97 
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Mental  rondilion  in  Cd-liuc  disease,  79 
ilelieieney.  4(i,  8il.  a41.:i4a 
aniuurotic,  2H!i 
causes  of, 

daat^Atkm  of  omos  of,  280 
onmkl   muiifntation*  in. 

281-283 
deprivation  causing,  284 

diagnosis  of,  877 
dysphagia  due  to,  38W 
facies  of,  279 
inco>otdination  in.  278 

palsies  in,  2H3 
physical  stinmata  of,  279 
prognosis  of,  ;>H7.-J«X 
sereaniiiiL.'  in.  :148 
8pee<  h  (lefirts  in,  277 
treat  hii  iit  of.  L'Sit 
use  of  terms  in,  27''> 
dulnc88,  373 

impairment  in  spastic  palsicH,  2oo 
irritability  in  meningitis,  207 
Mercury  in  oon|enital  syphilis.  111 
in  dyspeima.  158 
liniment  in  tahorculosis,  124 
in  pemphigus.  23 
Mesentery,  tubercle  of,  121 
M.   ocephalus.  282,  287-288 
Mij.  line,  344 
Milk  boiliuK  of,  28,  06 

enemical  analysis  of,  27 
nitrated,  31 
condenseii,  143 

rickets  and,  30 
selection  of.  30 
successful  feeding  with,  31 
diet  in  marasmus,  lOft 
digestibility  of.  27 
dilution  of,  27. 29 
human,  chronic  omistipatimi  and, 
87,88 
composition  of,  27 
dried.  o<MBpo«tion  of,  36 
prematore  weming  and,  29, 
40 

substitutes  ior.  2(i 
iji  chronic  ( oiistipation.  i(2 
in  rickets.  137 
lin'e  constituents  of,  133 
necessary  to  nutrition,  40 
peptonized,  31 

in  marasmus,  lO.j 
sneeeerful  feeding  with,  32 
■caldtiur  of .  28 
tub«eiuo«ii  mmI,  115, 120 
Milo  Food,  composition  of,  37 
Mind.   See  uwier  Mmtal 
Mineral  matter  ]>ercentai'-  in  patent 

foods,  35-3t) 
Miscarriagns.  100 
Mongolism.  281,  287-288 
Monople«;is,  253 
Mwpnia  in  asthma,  188 
in  convulsions,  224 


Mortality  froni  diarrh(Bft>  68 
infantile,  1 
tetanus,  10 
Moseiey's  Food,  composition  of,  30 
Motions.   See  Stook 
Motor  paralysis,  11 
Mouth,  examination  of,  12 
Mouth<l»«ather*.  370 
Movanmts,  inco-ordinated,  378 
Hncoos  disease,  131,  324 

aperients  in.  1 58 

clinical  signs  of,  1.'^ 

diaiinosis  of,  1  ,')7 

druk;s  ui,  158 

pathology  of.  l.">."i 

treatment  i  '    1  ,"(7 
.Muttler's  Food.  conipo-,ition  of,  37 
.Muriiiurd.  cardiac,  10 
Muscles,  Krb's  paralysis  of,  200 
myopathies  of,  262 
rheumatio  aSections  of,  170 
Myelitis,  oompreadim  trf,  250 
Myelocytes,  311 
Myocarditis,  rheumatic.  172 
Myopathies,  262 

Napkins,  changing  of.  383 
Xasal  douche  in  adenoids.  378 
Naso-j)haryiix,  examination  of,  307 
Ncave's  food,  composition  of,  39 
.\i>ck.  distension  tt  vdoi  of.  119 
Nephritis.  318 

ana'tnia  iti,  329 
hcailache  in,  344 
parenchymatous,  328 
prognosis  of,  328 
soarlatiaal.  327 
suppurative.  322 
^mptoms  of,  327 
treatment  of,  328 
uraemic  syinpt-oins  in,  328 
varieties  of,  327 
Nerves,  injuries  of,  2.5y-2<il 
Nervous  lUscases,  func^tional.  210-233 
inco-ordination  in,  211 
redex,  3<i!t 
rickets  and.  130 

and  rheumatism  [>rudi)S« 
posing  to,  211 
system,  examination  of,  1 1 
heredity  in,  210 
instability  of.  210 
Nestle's  Milk,  30 
Nettlerash,  387-389 
Neuritis,  multiple.  261, 26,5 

toxk;,  261 
Newly-born,  diseases  of,  10-23 

hicmorrhagic  disease  of,  20 
infective  diseases  of,  18 
peniphiiius  of,  22 
Ni^t  terrors,  adenoids  and,  374 
described,  220 
exciting  causes  of,  227 
predisposing  cau^^os  of,  227 
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Niglit  l(in>rs,  frcitinont  of,  887 
N<i<iiii(M,  rliciiiiiutii',  171 
Hmo,  <ii.Hchargi'H  from,  S85.M7 

fiinctionM  of.  37<» 
Nutrition,  4 

Kax  vomicA  in  dyMpopiiia,  138 
Nyst'gmufi,  con\  urgeal,  SI  7 
•eaaonal,  218 

(Edema  in  cfBliao  diieaM.  80 

in  nephritia,  327 
Ointramta,  112 

in  eczema,  3H5 
in  skin  cliNt-aHeN,  389 
OMieritiini,  rullt-d  up  uad  thickened. 
1-21 

(>rii|i>iaiitis.  IH 

0)ii.-lliut<,n()s,  ^73 

()))iiini  ill  od'liac  disease,  H5 

in  iliarrJupa,  74,  77.  100 
[ill  jiylorio  spasm,  li;^ 

use  of,  49,  35H 
(ktBO-mjeliti*,  pyrexia  in.  3,{'J 
Osteotomy  in  late  rickota,  139 
Otitis  medim  fynx»  in,  338 
Overcrowding  and  ricketo,  1S8 
Overfeeding,  oolie  doe  to.  47 
Oxalates.  pasMoe  (rf.  886 
Oxffuri*  vtmkmtri;  163 

P>^  abdomimd.  382-35H 

in  appcndieitis,  352 

in  colic,  3.'>4 

in  gastric  ilisordcr,  3oti 

in  liip  disease,  ,'{i»3 

in  jdeurisy,  353 

in  rlieuniatiMMi,  .'153 

in  tipinal  cariea,  353 

in  ittinaijr  dimden.  SM 

in  worms,  356 

treatment  of,  357,  358 
Palat«,  cleft-,  dysphagia  duo  to,  358 

])araly.siB  of,  359 
Palpation,  method  of,  7 
Palpitation,  cardiac,  2iNi 
Palsies,  cerebral,  252-256.  364 

[ptriphwal,  259 
Pankreon,  80 

Papilloma,  laryngeal,  184, 34U 
Paralysis.  130 

Erb's,  259,  205 

facial,  201 ,  202 

hysterical,  230 

infantile,  347 

jdiagnu^is  of,  145 
ioognosia  oi,  268.  ^ 

in  mental  defieienoy,  283 

motor,  11 

myopathies,  202-263 
obstetrical,  259,  261 
pu.st-diphtheritic,  261 
jiseudo-,  2.50-2.")2 
rheumatic  affections,  :^51 
scorbutic,  pseudo-,  251 
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'  Pwa^rrii.  ail*  ^  kaion  fai.  8S4 

•paatfe.  852-256,  264 
!       •orgfeal,  852 

Hvphilitic,  pneudo-,  250 
trtvitmcnt  of,  364>865 
true,  2.VJ 

uiilkini;  atfcctiMl  by,  MS 
Puniniym  liiiins,  240 
I  Paraplct'iii,  2.'>3 

hysterical,  230 
PMt'*,866.864 
!  Paraaitei.  rariiea  doe  to.  Ml 
:  Para-typbcrfd  inleetioii.  S40 
Parrish's  Food,  150 
Patent  food^.tableM  of  roni|in.<iltlnn  of, 
35.3!t 

I'atholo^ii-al  procoNses,  aimple  fomiB 

of,  2 
I'avor  (imrniis,  228 

no(  tiirniis,  22.5-228 
IVdiatri'  ^  insiitHciently  studied,  1,  3 
Pcliosi>  l  iiciimatica.  174.  317,  3!»0 
Penipliij,":s  nconatonim,  22,  23 
Peptonized  milk,  31 
Percussion  in  pnouuionia,  104,  107 
I        methods  of,  11 
;  Perioardial  effusion.  299 
:  Pario«urditia  in  pneumonia.  199 

rhenmatk).  172.  176 
Periosteal  pain  in  svphilis.  110 
Periostitis,  syphilitic,  144 
i'uriphcral  palsies,  2S0 
Peristalsis,  gastric.  56 
Peritonitis,  pneumococcal.  199 

tubcrculciis,  349 
Pharynge  al  aLscoss,  346 
Pharyngitis,  chronie.  154 
IMiimosis  347 

scroamirg  due  to,  4."> 
Phosphorus  in  rickets,  138 
Physical  examination,  4 
Pfea  in  mucous  disease,  152 
Pigeon  breast.  179 
PlMffiqr.  pain  in.  353 

riieamatiB.  174 
Plearal  effusions,  807 
Pneumococcal  infection.  279-300 
Pneumonia,  ago  in,  192 

apical,  194 

broncho-.   Sue  unier  Bronoho- 

]inciinionia 
eonijilicationa  of,  197-199 
crisis  in,  190 
croupous.  191 
diagnosis  of,  200,  204 
drowsiness  in,  192 
mode  of  onset,  192 

termination  of,  195 
pericardial    effusion  foDowmg, 

299 

physical  signs  of,  1^ 
primary,  191 
prognosis  of,  201 
pyrexia  in,  196.  337 
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Ammonift,  relap«int{.  I '.'7 

reapiratory  ohangm  in.  VXi 
Mcondary,  101 

BimulatinK  moningitk.  268  ! 
Bymptoms  of,  19.">  ! 
treatment  of,  201 
vomiting  in,  191 
Podophvllin,  95 

Poliocncophalitii  «tmtththiij  m«pa- 

Ritix.  208 
PolkMBjrelitb.  anteriitf .  857 
ohrcnic,  259 

pcwture,  Mwiraptioa  of,  14 
PotMh.  bioarbonate  of,  in  dyiipopsM, 
oitoitteo(,323  im 

in  eciein  I,  385 
PotaMium,  iodide  of,  --'tU 

in  astliiiia.  HK( 
Potato  in  scurvy,  147 
Pott's  paraplegia,  '250,  204 
Poultices,  l)oratic  atarcbi  886 
in  bronchitis,  180 
in  bronoho-pncumonia,  2(Mi 
Powders,  dusting,  (or  skin.  382 
Protargol.  77 
Piotein,  27.  30 

dsfoimcy  of.  and  rickett.  IM.  138 
percentage  in  patent  foodit  85-38 
Prunes  in  constipation,  90 
Psendo-leukiumia  infantum,  366 
diagiiiisis  of,  :Ul 
nature  of.  31(1 
Pseudo-paralyses,  II,  250-252 
Psorlaais,  391 
Ptosis,  hysterical.  245 
•  I'uking,"'  3l>(» 
Pulse,  study  of,  10 
Purgen,  95 
l>tirpura,  312.  320 
abdominalia,  317 
diagnosis  of.  317 
hemorrhagica,  317 
primary,  31ft 
prognosis  of.  317 
rheumatica.  317 
secondary.  310 
sinipiex.  317 
treatment  of,  318 
PycUtis,  322,  340 

treatment  of.  323 
^lonUt  congenital,  stenosis  of,  54>64 
drugs  in,  02 
operation  in.  64 
pathology  of.  68 
p^«kM  aiga*  ot,  66 
■jrmptoms  of.  54 
treatment  erf.  60-63 
vomiting  in,  55 
spasm  of,  50 
Pyocardiura,  primary,  300 
Pyrexia  in  acute  gastritis.  338 
in  acute  pyelitis.  340 
in  acute  rheumatism.  338 


l^rexi*  io  ^icute  -ipi  i  i'ic  fmers.  337 

in  acute  tuberrulosiii,  340 
in  enteric  fever.  339 
in  food  fever,  340 
in  mucous  colitis,  34<> 
in  ostoo-niyelitis.  3V 
in  otiUa  medi*.  338 
in  ptm-typhoU.  3M 
ta  pnenmonto»  337 
in  throat  trouble.  339 
intermittent,  08 
frrogular,  sinnilicancn  of.  > 
prolonged,  in  pneumonia,  1  IHi 

Quinine  in  ecxeraa.  386 

Rachitis.    Sen  lUekets 
Kadius  in  ricket<.  130 
Bashes,  dia!»iii)>tii>  v. due  uf.  ^ 

dru)»  and  parasitic,  381 
Kaynaud's  disease,  326 
Kectum,  prolapse  of,  01 
Reflexes,  superficial.  12 
Refraction,  wrors  of.  344 
R^iUoa  spaeeh  defect.  278 
Iteaorcin  in  eosema.  385 
Respiration,  character  of,  0,  8,  179 
croupy,  179,  345-340 
harshness  of  sound  in.  U 
hysterical,  disordcn  ol,  243 
■norini!.  ^i05 
•tridulous.  179,  300 
Respiratory  chansjos  in  peiuiiuoiua.  193 
diseases.  178-20!> 

adenoids  and.  370-372 
exorcises  in  adenoids.  377 
organs,  peculiarities  of,  178 
rhythm,  179 

iuTersion  of.  8.  193 
Hest  in  porpuraa,  318 

in  nMoaBatkm.  177 
Restlessness  in  mei^  d«>ttcienoy,  270 
in  Bur  out  ^HaeM*.  tSI.  15$ 
in  sv!   ilis,  109 
Rheuma'   m,  166-177.  3*"' 
ac     .  pyrexia  ••  338 
age  in.  144 

an  acute  specitii;  lii.-v  ise,  ! 

aiiivmia  fcUowing,  1"^  .** 

articular.  108 

cachexia  of.  175 

cardiac  cumplu .  i.iu.-. 
I  172,  173,  292 

!        chorea  in.  174 

erytiiraiata  in.  173 , 390 

headache  in,  344 

heredity  in,  167 

infantile  scurvy  and,  144 

joint-pains  in.  170. 

manifestations  of,  169 

muscular,  170 

ucrvoiis  diacaaos  fblldwit^.  'SLl 
j         nodules  in,  171 
I        pain  in,  353 
i        pleurisy  in.  174 
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fthtniroMltani,  |m'iiilu.|Ntr«lysfai  In.  2SI 

tonaUlHit  in.  17S 

trMtmentof,  170.  177 

typirnloaaeof,  167 

iiiilit  althv  throAtu  in.  l«H 

Miliu  rahlc  (iiMUM  in,  108 

Hulkiii'j!  otid,  343 
Kliiibarh.  .-(JO 

in  il\^[ic|wia.  I5g 

IHindcru)!,  !MJ 
Rhythmic  ninvi'incDti,  278 
RiM.ohaiiKos  in,  in  riikctK.  12U 

exAinination  of.  7 
Riekete.6. 137-130, 349 

abdniiiiri.'il.  rliange*  in,  136 

acriiliittii'  form  of,  132, 136 

acute,  l:»l.  14'J 

URcin.  i:{J 

honc-ihangos  in,  rJ8>iai 
hrtinciiitis  aixi.  1 84,  IM 
tatfirrlial.  l.TJ 
••aii>fs  of.  40.  I-J7. 
•'ondi'Mi.!-.!  mil.'i  ami  :tO 
conviiUiiiiiH  in, 
cranial  ileftxts  in.  136 
derivation  of  term,  188 
(UamMMiia  of,  134 
dietetic  faoton  in,  134. 137 
differential  diagno.'<i«  of,  136 
incidence  of,  137 
late.  130 

laxity  of  ligaments  in,  I.i  J 

linx'  theory  of,  l:j:t 

ncrvon-s  fliteaics  and.  136-137 
folluwint.',  -.'11.  214 

other  di>ca-,cs  and,  137 

'•curvy,'  l  U 

spinal  chanf,'c.s  in,  135 

sweating  in.  131 

thorax  in,  179 

treatment  of,  137-130 
•  types  of,  131 

visceral  changes  in,  128, 130 

walking  and,  343 
Hidge's  Food,  composition  irf.  39 
Robb's  biscuits,  41 

UnbinsdM's  (JfDiits.  romposition  of, 39 
I'ati-nl  li.trli'v.conipusitionof,  39 

lloijiid  woriir-. 

iSalaaiii  t'(in\ id-iiins,  l'IS 
N.iliuylatca  in  rliciiiiiatiMn.  177 
Salicylic  acid  in  <  (  zenia,  3S5,  :i«7 
■Saline  injections,  "2 
Salivation,  110 
Salt-free  diet.  320 

Santonin  in  intestinal  worms,  163, 104 
Sarcoma,  146 

renal,  326 
SAViHy  and  Moore's  Food,  composi. 

tionof.34,37 
SoabiM,  382.  388 
Scarlet  fever,  2UU 

nephritis  following.  "527 


School  work  and  habit'»>.a*m,  232 
insomnia  and.  348 
and  night  terrors.  837 

Seott's  Flour,  compositkin  of,  39 

Screamini/,  canxiB  of,  40,46. 148,  S47 
convulsion,.,  •_'2I 

Scurvy.  312.  317.  .f.',-. 
infantile.  I  «l  <  t7 

(  linii  al  .  ji  iractiTi,  142 
c  ondcnx  il  milk  and,  143 
ilinyno'fi-i,  144 
diet  in,  I  15 

dii-tctic  IrcatMient  of,  147 
lii»niaturii<  in,  14(i 
hnmorrhai^un  in,  143 
legs  affeotea  in  142 
morbid  Mwtongr  of.  143 
patent  fowli  a:  d.  149 
rhaamatism  and.  144 
rfcikets  and,  131. 143 
Hcreaining  in.  148 
treatment  of,  147 
milk  and,  28 
iwcudo-pariily^is  in.  251 
scn  ariiiM!,'  in,  142.  .347 
Sca  lialhimr,  risk^  of,  149 
Sea-w.iti  r  |iLisiiia.  72 
Seboiili.i  „  i  (  /,,  Mia,  ;18(1 
Senna.  8vtu|)  of.  ll.'i,  '.»;» 
.Sen.soiy  function.'*,  11 
.Sci)tica'mia,  general,  ii:  nuwly-bom,  18 
gouorrhisal,  20 
pneumooocoat.  197 
Serum,  anti-menit^pxioceie.  375 
anttstreptoooocio.  318 
antitetanic,  10 
blood-,  22 
Sksk-room.  methods  in,  4-6 
Silver,  nitrate  of,  77.  8ti 
in  enuresii,  231 
SUn.  condition  of.  in  diarrhcea,  •>'.» 

in  mental  deticiency,  27'.l,  2si» 
diseases,  commoner,  38().:t!tl 
nianifostationd     in  congenital 
syphilis,  iwt,  118 
Skull,  examinatkm  oi,  7 

thickening  of,  in  rickets,  120, 135 
Sleep,  disordered,  in  muootw  disease, 

153.  155 
Sleeplessness,  causes  of,  348 
Smith  (Kustace),  theory  of  mucous 

di;<ca.«u.  155, 156 
Snoring.  370 

rcspir.ilion.  3il."> 
Snuffling  in  adenoids.  3t»5.  367 

in  coMjicnit  il  sy|ihilk,  108.  118 
Soap  suppositories,  H3 
Soaps.  382 

Soda,  bicarbonate  of,  60,  361 
Somnambulism,  228 
SpMHU.  habit-.  ^ 

pylwk.  59 

Tesieal.  321 
Spasmus  nutans.  216-219 


MpMlic  pakim,  ^256.  «S4 
IqHWeh.  adcnobk  MdU  S41 

dffectivi-,  in  rnontnl  MMtaey, 
277.  341 

cWwitu,  adi-niiiiN  i      in;;.  375 

enlarged  tiiii-<il.s  aii<i.  .141 

•  irml.ility  to  talk.'  :U0 
Npiiie.  ."arica  of.  pain  in.  353 

lii'kctjr,  ISS 
Splteu,  ~ 

enlargement  of.  330.  34tt 
causes  of,  311 
Id  MWiiii*.  300 
in  riokeii.  131 
in  sypUlia.  100 

lympbO'sarcoma  of,  311 
SUggnrinR.  376 
Stammering;.  277 
Starch,  fuod  containing.  40,  '  i 
Starvation  In  dIarrhoM.  70 

in  VDiniiiiiL'.  W 
.StaliH  lymivli  Uicii^,  314 

thyinirus.  ;U  4 
Steam-kt'ttlc  in  l>r<iii('hiti*»  tM 

in  liirvn^'itu.  tM2 
8t('thoK('0|i(-.  c'hoiee  of,  8 
Stiff  nwk,  ITU 

Sti^'iiia  I  of  mental  deSnkmay,  279 

physical.  344 
Stomacb.  dilatation  of.  AS 

disorders  of,  pain  in,  354. 356 

hyperacidity  of,  :{,"iO 

lavage  of,  .50,  UO 
in  diarrbiea,  71 

8yuiptuni»  in  mucous  diacano,  154 

visible  peristalsis  of.  .">(} 

.S'l  c  itlso  ("iitiirrh  iinil  I  )y'i"'['sia 
ijtuiimi    tiihe.  feeding  by,  3U1 
Stomr      ,  I4.~i 

ul       live,  312 
Stools.  1,383 

oliaracter  of,  15 
in  dianh<Ba,  OM 

in  ooeiiM  disoaao,  82 

incontinmio*  of  .  "12 

in  mucous  cHseaix.  .  153 

slimy,  0!) 
Ktridnlous  breathing,  30A 
Strophulu.s.  3!)0 

Strychninein  bruiu  liD.pneuMionia.  liOli 
8ucic,  inability  to,  cause  of  wasting,  1U*2 
Suckling,  protracted.  41 
Sugar.  27.  30 

Sttgw-eatiiig.  effects  of.  156 

ointment.  3.SS 
i^uggestion  in  hysteria,  249 
SoTphui  baths  in  scabies.  388 
Sunlight,  value  of,  138 
Swallowing,  difficulty  in.  358-350,366. 
368 

Sweat  rashes.  390 
Sweating  in  rickets,  131 
Sweet-eating,  eScct.s  of,  156 
Symptoms,  subjective,  4 


>£X  409 

Siypiiilis.  congenital.  I  (HI- 1 1;.' 

cnnditionof  bunn'i le,  1117. UU 
daotvlitlH  III.  ItlU 
opiphyiiiti-<  in.  lo'.t 
eruptiiiu  'n,  I  OH 
family  hMt>.rv  in.  lot! 
inoruiiry  in.  1 1 1 
ru»tlesiiii's.-i  ill,  lOU 
i  nigns  of,  107 

snutUing  in.  108,  1 12.  367 
i  splenki  Mtkmnent  in.  109 

ttrMdaent  of,  IICIIS 
pmitto  nutrsis  in.  SftO 
SyiddBtio  ht^irt^.  WO 
pwnphi^us.  8S 
periostitis.  144 
wbe.  107 
Sappomoriea.  OS 

j  '^bwnesenterii'ii.  I  JI  .  I3ii 
Tirnia  eueuiiu:rniu.  liil.  ll>2 

iitedioeiimltntii,  li>t 
Tiilkiiig.    See  .S|icech 
'l'a|ic-woriii«,  Itil 
'  'I'apir  inouth,'  2(12 
Tar  lotion,  389 

Teat,  unsuitable,  cause  of  wasting,  102 
Teeth,  grinding  of .  228 
i  Terthing,  14.  40 

bronchitir<  and.  184 

convulsion.'*  anil.  22*1 

earache  and.  4.'i 

eczema  and.  :iH4 

scurvy  and.  14- 
Tf  ilieratiire.  risu  d*.  >ii,'i\ilicanO»,  16 
TctJiniis  noDuatorum,  ill 
Tetany,  137 

cau.ses  of,  2H) 

in  cieliiMJ  diHcase,  80 
Theinhardt's  .Soluble  Infanta'  Food,  38 
'i'horai)eutics  of  ohikthood.  3 
Thorax.  Oiest 
ThreMl-w<Mrnis.  163 
1  Tiiroat.  condition  of.   in  raucous 
j  disease,  154 

'         examination  of,  12,  339 

unhealthy,  rheumatism  and  108 
I  lirimiliiisis.  septic,  18 
TliyiiK.I,  H)3 
TliviMii^,  disoasoH  of,  313 

■  c  nl.ir^cl,  IH),  .'Ufi 
Tibi.i.  rac  hitic,  deformity  of.  V.W 
Toiiu'ie.   conditiot',   of,    in  miu:ou:j 
disease,  153 

examination  of,  12 

'  geographbal,'  153 

protrusion  of,  281 
Tongue-tie,  342 
TonsiUitis.  339 

rbeumatk,  175 
Tonsils,  enlarged,  183, 341 
Torticollis,  376 
Tracheotomy,  183 
Trauma,  psychical,  235 
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TremMT,  hysterical,  240 
Trhmua.  19 

Tiihcrcleliarillus,  juitli  (if  infection  by, 
114 

TuIkti  uIIii  reaction,  ciitaiioous,  119 
Tuberculosis,  113-i"2().  MVi 

abdoniii  al,  81.  119-121 

acute.  340 

age  distribution  of,  114 

ascitic  form  of,  121-122 

bovine.  120 

bronchial,  118 

cough  in,  US 

diagnosis  uf.  IIU 

diseases  folliiwed  by,  115 

frequency  of,  113 

generalized,  IIG,  124 

milk  conveying,  US 

path  of  infection,  114 

pulmonary,  114-1  Mi,  lis.  2().S 

statistics  iif.  114.  120.  12(i 

treatment  of  dttlerent  furius.  123 

treatment  of.  general,  123 
surgical,  125.  126 

types  prone  to,  117 
Tuberculous  meningitis,  271-272 
Turpentine,    oil   of.    in  intestinal 

worms,  164 
Typhoid  fevw,  pyrexia  in,  339 

mmokting  menin^tis,  268 

Ulm  in  ricket:j.  1 30 

Umbilical  cord,  stump  of.  IS,  20 

Umbilicus,  hiemorrliago  from,  22 

infective  (lisca.se.s  of,  IS 
Urates,  (lassagc  of,  32ti 
Urethra.  Bnciliun  eoli  in,  323 
■  Uric  ac-id  storms,'  320 
Urinary  tract,  infection  of,  321 

pain  in,  356 
Urine,  acetone  in,  361 

B.eofi  in,  321 

blood  in,  325 

condition  of,  in  mucous  disease, 
examination  of,  229  [164 
hyperacidity  of.  347 
incontinence  of.  231.  374 
nocturnal  incontinence  of ,  228-230 
UrOewiK,  387-389 

Vai  t  iiie  treatment  of  /i-  r'o/nnfection. 
VaKinitis.  vulvo-,  32'.)-330  [324 
Vaso-motor  epilepsy.  153 
Veins,  cervical,  enlargement  of,  119 
Viscer*!  ciumgw  in  riokets,  128, 130 

enlargement,  349 

hysteria,  245 
Vowe,  husky,  184 
Vomiting.  49-53 
^  •cute,  50.  360 

causes  of,  360 


Voniitinij,  chronic,  52 
cyclical,  160.  301 
drugs  in,  52 
gastric  lav.igc  in,  51 
hicmatemic,  361 
in  adenoids,  376 

in  congenital  pyloric  stenosis.  64 
in  meningitis,  273 
in  pneumonia.  192 
loss  of  weight  in,  52 
starvation  in,  60 
symptomatic,  360 
treatment  of,  63 
urwmic,  360 
Vuh  o-vaginitis.  32'.) 
gonorrhtval,  330 
simple,  330 
treatment  of,  330 

Walking,  acute  illness  and,  343 

late,  341 

in  rickets,  132, 136 

inability,  .342 

liaralysis  and.  343 

rheumatism  and,  343 

rickets  and,  343 
Wasting,  44.  101-lOli 

due  to  inability  to  suck.  102 

due  to  insutHcient  food,  101 

due  to  unsuitable  teat.  102 

in  habitual  constipation,  00 

in  mucous  disease,  152.  l.")7 

organic  disease  and,  103 

persistent  iudigesticm  and,  103 

treatment  of.  105 

tuberculosis  causing,  113 

weight  chart  of,  3.") 
-  wiuout  apparent  cause,  103 
Water  percentage  in  patent  foods,  35- 
Weaning.  362  [39 

effects  of,  26 

premature,  25 

reasons  for,  25, 48 

time  for,  40 
Weather,  hot,  weaning  and,  41 
Weight  charts,  13.  20,  20,  31-33,  35 

failure  to  gain,  29 

loss  of.  in  pyloric  stenosis,  .jO 
in  vomiting,  52 

persistent  loss  of,  25 
Wet-nurse  in  niarasmos,  105 
Wet-nursing.  25 
Whey.  33 

Whooping-cough,  213 

diagwwii  of.  118 
tuMrealosiif<rf!owing,  116 

Women,  employment  of,  127 
Worms,  intestinal.  152.  1.55,  229 
pain  from.  350 
treatment  of,  101,  lti3,  163 
varieties  of,  160-163 
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